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tions of cholecystic surgery can be 

prevented, as has been shown by 
Prof. Michels, by a profound knowledge of 
the normal anatomic picture and its varia- 
tions with regard to the gallbladder and 
its ducts. Early in the twentieth century 
Eisendrath of Chicago was one of the pio- 
neers in bringing these matters to the at- 
tention of surgeons and helped lead the 
way to research in this anatomic field. Not 
too much attention was paid to these ad- 


Miter of the sequelae and complica- 
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monitions until a deluge of accidents to the 
common bile duct occurred. Curiously 
enough, more accidents occurred to the 
common duct in the United States than 
were encountered abroad. Ogilvie of Eng- 
land called the attention of the profession 
to the fact that there were fewer injuries 
to the common duct in Great Britain than 
in any other country. He explained this on 
the basis of the fact that British physi- 
cians were well versed in anatomy. Shortly 
after his paper appeared, however, the in- 
jury to the common duct of Prime Minister 
Eden was announced, as well as the jaun- 
dice that followed as a result. It is past 
history now that Eden was operated upon 
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in the United States, at the Lahey Clinic, 
and is now serving his own country well. 


Another factor in the prevention of 
sequelae and complications is the perform- 
ance of chemical studies before any opera- 
tion on the biliary tract is attempted. Un- 
til fifty years ago this was practically un- 
heard of, and many lives were lost as a 
result because some surgeons did not know 
of these tests and others did not consider 
them particularly important. The present 
era is different. No responsible surgeon 
nowadays would operate without a thor- 
ough knowledge of the status of his pa- 
tient. Tests for blood urea and blood sugar, 
a prothrombin test, a sedimentation test 
when necessary, the various liver func- 
tional tests, a complete blood count, a 
hematocrit reading and urinalysis are the 
essential laboratory tests. 

It is only in the past few years that the 
prothrombin test has been used. It is the 
most important one, because it gives one 
immediately an idea of the functioning 
liver. It reveals more information than do 
all the liver tests combined. 


Prior to an operation on the gallbladder 
system it is important to supply the pa- 
tient with dextrose, in the form of paren- 
teral administration through the veins, 
or through the sucking of hard candies 
and additional sugar in the liquids drunk 
by the patient. The patient should be 
given at least 500 cc. of 5 per cent dex- 
trose on two successive days before the 
operation. 


Blood transfusions are important, es- 
pecially in cases of jaundice. To prevent 
bleeding in jaundiced patients undergo- 
ing operations, vitamin K is a sheet an- 
chor against hemorrhage, as has been 
known since 1932. It was always a sad 
commentary upon surgery for a surgeon 
to operate upon jaundiced patients and 
have them bleed to death as a result of 
some capillary that had been overlooked 
at the time of operation. Many things were 
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used to prevent these hemorrhages, such 
as repeated blood serum transfusions, but 
all to no avail in many cases. Now, how- 
ever, with vitamin K and its derivatives 
available, the surgeon may sleep peace- 
fully with the knowledge that his patient 
will not bleed to death if he is protected by 
this drug. The results of this discovery 
can be placed in the same category as the 
revolutionary cures obtained after the in- 
troduction of the sulfonamides, penicillin 
and many other preparations. 

In all patients with disease of the bile 
passageways the administration of anti- 
biotics before and after operation acts as 
a preventive of sequelae and complications 
after the operation. Penicillin adminis- 
tered postoperatively is an absolute pre- 
ventive of the effects of the Welch bacil- 
lus, which are absolutely fatal within a 
few hours. No doubt many sudden deaths 
have been due to this germ. After every 
operation on the gallbladder, therefore, 
penicillin in some form should be admin- 
istered. 


Cholecystectomy.—There are some who 
state that a cholecystectomy should be 
performed from above downward instead 
of from below upward. Those who claim 
that a cholecystectomy should be per- 
formed from above downward, state that 
there is less danger of injuring the com- 
mon duct. If one performs the “open op- 
eration” from below upward, however, 
there should be no excuse for not visualiz- 
ing all the structures above the foramen 
of Winslow. The term “open operation” 
means that the peritoneal covering over 
the cystic duct, the common duct, the hep- 
atic artery and the portal vein is incised 
and spread laterally, so that all the struc- 
tures in the cystic duct triangle can be 
visualized. There are rare exceptions when 
the operation from above downward must 
be used. 


Much has been said in the literature 
about the length of the cystic duct that 
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should be left after cholecystectomy. After 
the ligature has been applied to this duct, 
about 14 to 14 inch (0.32 to 0.64 cm.) from 
the common duct, the length of the rem- 
nant makes no particular difference. It is 
not the length of the duct remaining that 
causes symptoms; an error in technic or 
the fact that a stone was left in the ductal 
remnant is a more probable cause. An ac- 
cessory gallbladder is supposed to result 
from ineffectual removal of the gallblad- 
der, but this is such a rare condition that 
it can be ignored. 


The results of cholecystectomy in the 
great majority of cases are good. Patients 
enjoy perfect health after removal of the 
gallbladder for cholelithiasis. In patients 
from whom the gallbladder without stones 
has been removed the results are not so 
good, because there is an underlying con- 
stitutional condition that produces symp- 
toms, and these are referred to the region 
of the gallbladder. Unless one can demon- 
strate a “strawberry gallbladder” or one 
in which the walls are much thickened, 
the gallbladders of such neurasthenic per- 
sons should not be removed. It only in- 
tensifies the symptoms. Such patients are 
prime subjects for the so-called symptoms 
of dyskinesia, which will be discussed 
later. 


Drainage.—There is no question that 
drainage is employed in too many cases 
after cholecystectomy. Often this leads 
only to infection and prolonged convales- 
cence. If the field after cholecystectomy 
is without bile or bloody discharge, it is 
not necessary to institute drainage. One 
must be sure, however, that the opera- 
tional field is perfectly dry. There is no 
doubt that some seepage will occur, but 
this can be well taken care of by the peri- 
toneum, which is probably the greatest ab- 
sorptive medium in the body. 

It is now a debatable question whether 
the site of the operation should be drained 
or not drained. Many years ago, drainage 
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was employed in every case on my service. 
It was observed that many of the patients 
became infected. As a matter of fact, sub- 
hepatic and subphrenic collections would 
occur notwithstanding the drainage. 
After cholecystectomy, therefore, drain- 
age was omitted in the great majority of 
cases. Convalescence was better without 
drainage, with fewer complications and 
sequelae arising from this particular 
measure. 

Dyskinesia following cholecystectomy 
is a much discussed subject. It is still a 
moot question just what dyskinesia is. It 
is supposed to be a spasm of the muscle at 
the sphincter of Oddi. What is often 
spoken of as dyskinesia may be explained 
by a stone that was overlooked in the com- 
mon duct at the papilla of Vater. Opera- 
tions have been performed for the relief 
of dyskinesia, some of them blind opera- 
tions with a knife inserted into the com- 
mon duct and others by means of a duo- 
denostomy with the incision of the sphinc- 
ter of Oddi. At a recent surgical meeting 
7 cases were reported in which this opera- 
tion was done, with 7 deaths. 

A careful roentgen examination of the 
common duct with cholografin will clear up 
the picture in many cases of so-called dys- 
kinesia after cholecystectomy. 


Chronic Pancreatitis —Obviously, when 
the gallbladder does not contain stones, 
one should inspect the pancreas most care- 
fully. Palpation of this organ may reveal 
the cause of the continuing symptoms 
after cholecystectomy. One must have 
considerable experience to distinguish be- 
tween a normal pancreas, a hard pancreas 
and one not so hard. Instead of removing 
the gallbladder in such circumstances, 
anastomosing the gallbladder and its ducts 
into the hollow viscera is effective in the 
majority of cases. 

Many years ago several cases were re- 
ported in which the symptoms of pancre- 
atitis were present. To correct these, an 
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anastomosis of the bile passageways to the 
hollow viscera was made. After twenty- 
five years or more some of the patients 
are still living and enjoying good health 
as a result of the operation. A few are 
still being followed, reporting about once 
a year. 

Biliary Fistulas Following Cholecystec- 
tomy.—The potent cause of fistulous bile 
after cholecystectomy is a stone left in 
the common duct. It may also be due to an 
injury of the common duct. When a stone 
is left in this duct it must be removed to 
cure the fistula. When the common duct 
is injured, the flow of bile may cease 
owing to healing of the duct. 

Jaundice, which always follows, must 
be corrected by one of the many opera- 
tions devised for its correction. If the 
aforementioned unrecognized accident oc- 
curs, the common duct must be repaired 
and its continuity reestablished. 

Operative Cholangiographic Study.— 
The necessity of performing secondary op- 
erations for the removal of stones in the 
common duct can be reduced by the use of 
operative cholangiography. Mirizi in 1932 
was the first surgeon to propose this. The 
technic was practically ignored at that 
time, and few surgeons used it. In the past 
ten years, however, it has become a more 
popular means of detecting stones in the 
common duct at the time of the operation. 
It has enabled surgeons to find stones that 
were missed by palpation of the common 
duct during cholecystectomy. 

To perform this test, there must be ab- 
solute team work between the operating 
room staff and the roentgen department. 
A darkroom on the operating floor is prac- 
tically essential for the saving of time. If 
the common duct is dilated or if there is 
a history of jaundice, the common duct is 
injected with 10 cc. of diodrast by means 
of a ureteral catheter through the stump 
of the cystic duct. The picture is taken 
immediately with a portable roentgen ap- 
paratus, and the result, after development 
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of the plate, can be obtained within five 
minutes. 

There are some pitfalls in this examina- 
tion, such as the presence of air bubbles, 
which resemble stones in the common duct. 
If one is not sure, the test can be repeated. 
While the plates are developed a chole- 
cystectomy is performed. A T tube is in- 
serted, another injection of 10 cc. of dio- 
drast is made and additional pictures are 
taken. If the picture is satisfactory, the 
wound is closed. If the stone is not remov- 
able by means of scoops and biliary for- 
ceps, a duodenotomy may be necessary to 
dislodge it from the papilla of Vater. 

Many surgeons do not agree that opera- 
tive cholangiographic study should be per- 
formed, but I have done it in almost 60 
per cent of cases. The test has unearthed 
many stones that would not have been 
found by the usual methods. 


Injury to the Common Duct.—An unrec- 
ognized injury to the common duct at the 
time of operation may be eventually dis- 
astrous. This accident has occurred in the 
practice of practically all master surgeons. 
When an injury is recognized, the common 
duct should be repaired at once. Accidents 
to the common duct should be minimal if 
the structures around the foramen of 
Winslow are dissected out as has been out- 
lined. To prevent injury to the common 
duct, the cystic artery, the cystic duct and 
the common duct should stand out in bold 
relief. 

If the injury is not recognized within a 
comparatively short time after operation, 
the patient will become jaundiced. This 
entails the performance of one or more 
operations to correct the deficiency left in 
the common duct. 

Many operations have been devised for 
repair of the common duct after its de- 
struction, but the ideal operation is one 
that renews the continuity of the duct. 
This is often a tedious undertaking, but 
it can be accomplished if the ends of the 
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destroyed duct can be dissected out. Turn- 
ing up of the duodenum and dissecting out 
the distal portion of the common duct is a 
valuable part of the technic. If possible, 
it is much better to perform an end-to-end 
anastamosis without the intervention of 
any foreign tube or material. 


Stricture of the Common Duct. — The 
most important factor in prevention of 
stricture to the common duct is, as has 
been stated, a thorough knowledge of the 
ductal anatomic picture and the anomalies 
that may occur in these structures. It has 
been stated by some that use of the T tube 
for drainage is one cause of stricture of 
the common duct. My service has been 
using the T tube for the past fifty years, 
and it has not been responsible for a stric- 
ture at any time. As a matter of fact, a 
number of strictures operated upon have 
been due to ligation of the common duct 
and a ligature around the cystic duct, 
placed too close to the common duct. 


The various operations for the repair of 
strictures and destruction of the common 
duct have been mentioned. 


Acute Cholecystitis (Acute Empyema). 
—This is a controversial subject. It is con- 
sidered here because perforation in some 
clinics occurs frequently when medical 
treatment is employed. The main cause of 
these perforations is that the patients are 
fed as usual; starvation is the only method 
by which perforation can be avoided. If 
the patient is fed parenterally, the acute 
symptoms will subside within twelve hours 
and will remain in subsidence as long as 
the starvation diet is maintained. The 
optimal to operate for acute cholecystitis 
is after the acute symptoms have subsided. 
Recently Doubilet and Mulholland, and in 
addition, Pearce, have supported this re- 
gime, which may take two, three or four 
days after the attack. As a result of this 
waiting period I have encountered gall- 
bladders that were gangrenous in patches, 
but it demonstrated that the starvation 
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treatment will prevent perforation. 

Cholecystectomy is always performed in 
such cases, provided the surgeon has 
waited long enough to allow the subsidence 
of symptoms. Cholecystostomy is a rare 
operation in my service. It is performed 
only when the patient has reached the 
seventh decade of life or when there are 
signs of perforation of the - gallbladder 
that can be detected by an extreme tender- 
ness in the right hypochondriac region. 

One should never hesitate to operate for 
these acute conditions if the symptoms do 
not subside within twenty-four to forty- 
eight hours. A high gangrenous ruptured 
appendix and acute pancreatitis may sim- 
ulate the symptoms of acute cholecystitis. 

The morbidity and mortality rate of 
acute cholecystitis can be reduced by not 
operating on an emergency basis. Many 
years ago, when this was done, deaths oc- 
curred frequently because the operation 
was done too soon. The toxins of inflam- 
mation seemed to spread rapidly, and 
within twenty-four hours the patient died. 
Since waiting for the subsidence of symp- 
toms has been the rule, the death rate has 
been 1 per cent. 


Cholelithiasis vs. Coronary Cardiac Dis- 
ease.—It has been known for many years 
that there is a definite connection between 
chronic disease of the gallbladder and 
myocardial changes with occlusion of the 
coronary arteries. It is most difficult 
sometimes to separate the two. They may 
also be concomitant. Roentgen and elec- 
trocardiographic studies will usually clar- 
ify the situation. Patients whose condi- 
tion has been definitely diagnosed as 
coronary thrombosis have been relieved of 
their symptoms, and some, apparently, 
have been cured. Perhaps there is a focal 
infection that must be considered when 
these two conditions exist coincidentally. 
In several cases in which operation was 
performed here there has been no recur- 
rence of cardiac symptoms. 
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Liver Deaths. — “Liver deaths” were 
quite common several years ago. Shortly 
after operation the patient’s temperature 
would rise to 105 F. or more, with malaise, 
weakness, disorientation and death. Now 
this complication is rather rare, on ac- 
count of the preparation of the patients 
before operation with intravenous dex- 
trose, blood transfusions and the adminis- 
tration of antibiotics. Liver deaths were 
due to infection or to accidents at opera- 
tion. Accidental ligation of the hepatic 
artery accounted for some. It has been 
proved experimentally that ligation of the 
hepatic artery ends in rapid necrosis of 
the liver, causing death. The subject usu- 
ally dies within twelve to twenty-four 
hours, and all remedial measures appar- 
ently fail. 

Acute Pancreatitis—For a long time in 
every large clinic, operation for acute pan- 
creatitis was performed as an emergency 
procedure. The death rate was devastat- 
ing. Now the symptoms of acute pancre- 
atitis are allowed to subside, and the 
operative results are much better, 


Carcinoma of the Bile Passageways and 
the Pancreas. — Prevention of carcinoma 
of the gallbladder demands that every pa- 
tient with gallstones should be operated 
upon. All those operated upon in my serv- 
ice have had gallstones. The incidence of 
carcinoma as observed by many surgeons 
varies somewhat, but in the larger clinics 
it ranges from 4 to 6 per cent. The prog- 
nosis is usually favorable, as the disease 
is limited to the gallbladder. When carci- 
noma attacks the bile ducts, especially the 
hepatic duct, the case becomes hopeless. 
Jaundice follows, owing to complete ob- 
struction of the passage of bile. Extension 
of the cancer into the liver substance 
makes operation practically useless. 

Carcinoma of the papilla of Vater is the 
type most favorable for resection. Here 
a modified Whipple operation must be 
performed. Unfortunately, I have never 
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operated for this condition on a patient 
who survived for more than two years. 
The prognosis is guarded on account of 
metastasis to the liver, which usually 
occurs. 

Carcinoma of the head or body of the 
pancreas is accompanied with painless 
jaundice. It is comparatively easy to rec- 
ognize by a distention of the gallbladder, 
which follows the law of Courvoisier. The 
gallbladder is easily palpable through the 
abdominal wall. In the presence of carci- 
noma of the hepatic ducts the gallbladder 
is flaccid, and the same phenomenon is 
observed in the presence of obstruction of 
the common duct due to stones. 

For relief of the symptoms of carcinoma 
of the pancreas, I have practically given 
up the Whipple operation. It is a tremen- 
dous surgical procedure, without the per- 
manent benefits that one would expect 
from it. It has been my custom in the past 
few years, therefore, to short-circuit the 
flow of bile from the gallbladder or the 
common duct to the stomach, the duo- 
denum or the jejunum. Patients have 
lived two years after this operation, while 
after performance of the Whipple opera- 
tion there is great danger of almost im- 
mediate death after the operation. A few 
cases have been reported in which the pa- 
tient lived from two to five years, but 
these are the great exceptions. 


Ligation of the Hepatic Artery. — One 
of the serious complications following 
cholecystectomy is accidental ligation of 
the hepatic artery. This can be avoided 
if the bile passageways are properly dis- 
sected. Ligation of the hepatic artery usu- 
ally occurs when one ligates the structures 
in the cystic duct triangle. On account of 
the anomalous arrangement of blood ves- 
sels in this area, the hepatic artery may 
be mistaken for the cystic artery. Again, 
if a careful delineation of the course of 
the cystic artery is made, this accident 
should not occur. As the hepatic artery 
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alone is the source of arterial blood to the 
liver, the danger that death will follow 
cholecystectomy is imminent. In experi- 
mental work I performed more than thirty 
years ago, every dog died after ligation of 
the hepatic artery. It is preposterous to as- 
sume from the reading of recent reports 
that penicillin can lower the mortality rate 
associated with this accident. The venous 
radicals are numerous, the blood being 
derived from the portal vein. If both of 
these vessels are ligated, however, death 
is sure to follow. In a recent article Hines 
and Roncoroni supported the results of 
my early experimental work. 


CONCLUSIONS 


1. A thorough knowledge of the ana- 
tomic and physiologic aspects of the liver, 
pancreas and bile passageways is impor- 
tant to obtain the best results following 
operation. 

2. Although liver tests are routine in 
some clinics, determination of the pro- 
thrombin time is probably the most im- 
portant. 

3. The tests will help to differentiate 
hepatitis from obstructive jaundice. 

4. A complete blood test, chemical test 
of the blood and a hematocrit estimation 
should always be performed. 

5. Blood transfusions should be used 
when indicated, especially in cases of 
jaundice. 

6. In the prevention of bleeding from 
jaundiced patients, vitamin K is the spe- 
cific medicament. 

7. Antibiotics should be administered 
before operation in cases of acute disease 
and after operation in all cases. Penicillin 
is a specific against the Welch bacillus. 

8. Cholecystectomy without cholelith- 
iasis should be discouraged. The operation 
does not cure. 

9. Much stress has been laid upon leav- 
ing a large remnant of the cystic duct as 
a cause for future symptoms. This is un- 
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important, because one usually finds a 
residual stone. 

10. Cholecystectomy must be performed 
by a technic known as the “open method.” 

11. Cholecystectomy may be performed 
from below upward or from above down- 
ward. The author prefers to perform it 
from below upward, although there are 
circumstances when the operation should 
be done in the opposite manner. 

12. Drainage at the site of operation is 
almost universally used. If the field is dry, 
no drainage is necessary. 

18. Subhepatic and subphrenic collec- 
tions seem to occur more frequently when 
drainage is used than when it is not. 

14. Dyskinesia following cholecystec- 
tomy produces annoying symptoms. 

15. Chronic pancreatitis is a common 
cause of pain in the right upper abdominal 
quadrant. Palpation of the pancreas is 
important to determine the degree of in- 
flammation of this organ. 

16. Biliary fistulas following cholecys- 
tectomy are usually due to a stone left in 
the common duct. Injury to the common 
duct is also a potent cause. 

17. Operative cholangiographic study is 
an important adjunct in the detection of 
stones in the common duct. 

18. The Whipple operation for carci- 
noma of the pancreas and the papilla of 
Vater is performed less frequently than 
is cholecystectomy. The various anasta- 
moses performed for the relief of jaundice 
give the patients at least two additional 
years of life. 

19. Prevention of stricture of the com- 
mon duct is important. The T tube has 
never been responsible for strictures of 
this type. Errors in technic at operation 
account for the great majority of stric- 
tures. 

20. Acute cholecystitis should always be 
allowed to subside. In about 2 per cent of 
the cases it will be necessary to perform 
an emergency operation, 
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21. Perforation of the gallbladder is a 
remote complication, provided the patient 
is starved during the acute attack. 

22. Symptoms of cholelithiasis and cor- 
onary heart disease are often mistaken for 
one another. A roentgenogram and an 
electrocardiogram will usually clarify the 
diagnosis. 

23. “Liver death” was formerly a much- 
feared complication. Owing to improved 
preparation and technic, this has been 
practically eliminated. 

24. Acute pancreatitis is a very painful 
affliction, but it should not be operated on 
as an emergency condition. 

25. Accidental ligation of the hepatic 
artery is a serious complication. It in- 
variably leads to death. 

26. Carcinoma of the bile passageways 
occurs in about 6 per cent of the patients. 
Cancer of the pancreas occurs in a large 
percentage. 


CONCLUSIONS 


1. Une connaissance approfondie des 
aspects anatomiques et physiologiques du 
foie, du pancréas et des voies biliaires est 
indispensable a |’amélioration des résultats 
post-opératoires. 

2. Bien que les tests hépatiques soient 
la régle dans certaines cliniques, la déter- 
mination du temps de la prothrombine est 
sans doute le plus important. 

8. Les différents tests aident 4 différen- 
cier une hépatite d’une jaunisse par ob- 
struction. 

4. Il faudrait toujours pratiquer un ex- 
amen complet du sang, y compris des tests 
chimiques et une estimation hématocrite. 

5. Des transfusions sanguines devraient 
étre faites dans certains cas, surtout lors 
d’ictére. 

6. L’administration de vitamine K est 
indiquée afin de prévenir l’hémorragie 
chez les ictériques. 

7. Les antibiotiques sont de régle avant 


142 





FEBRUARY, 1957 


lopération lors d’affection aigué, ainsi que 
dans tous les cas comme mesure post- 
opératoire (pénicilline contre le bacille de 
Welch). 

8. La cholécystectomie sans cholélithiase 
est a déconseiller. L’opération ne guérit 
pas le malade. 

9. On a imputé des symptémes tardifs 
au fait de laisser sur place un fragment 
important de canal cystique, ce qui en 
réalité est sans importance car on trouve 
généralement un calcul résiduel. 

10. La cholécystectomie doit étre pra- 
tiquée selon une méthode connue sous le 
nom de “méthode ouverte.” 

11. La cholécystectomie peut étre faite 
de bas en haut, ou de haut en bas. L’auteur 
préfére la deuxiéme technique bien qu’il 
faille parfois opérer en sens contraire. 

12. Le drainage est presque universelle- 
ment utilisé, mais il n’est pas toujours 
nécessaire. 

18. Le drainage semble favoriser la for- 
mation d’ abcés sub-hépatiques et sub- 
phréniques. 

14, La dyscinésie aprés cholécystectomie 
provoque des symptémes pénibles. 

15. La pancréatite chronique est une 
cause fréquente de douleurs dans le quad- 
rant abdominal supérieur droit. La palpa- 
tion du pancréas est importante pour 
déterminer le degré d’inflammation de cet 
organe. 

16. Les fistules biliaires aprés cholécys- 
tectomie sont en général dues 4 un calcul 
laissé dans le cholédoque. 

17. La cholangiographie opératoire est 
précieuse pour déceler les calculs du cholé- 
doque. 

18. L’opération de Whippel pour carci- 
nome du pancréas et de la papille de Vater 
est plus rarement utilisée que la cholécys- 
tectomie. Les diverses anastomoses pra- 
tiquées en cas de jaunisse assurent une 
survie d’au moins deux ans. 

19. Il est important de prévenir un 
rétrécissement du cholédoque. Ce rétré- 
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cissement n’est jamais imputable au tube 
en T; il est di, dans la majorité des cas, a 
des erreurs de techniques opératoires, 

20. La perforation de la vésicule biliaire 
est une complication rare, a condition que 
le patient soit soumis 4 un régime affam- 
mant durant la crise aigué. 

21. Avant d’opérer il faut, autant que 
possible, attendre la fin des symptémes 
aigus. Une opération d’urgence est néces- 
saire dans 2% des cas environ. 

22. Il arrive souvent que |l’on confonde 
des symptémes de cholélithiase avec ceux 
d’une affection coronarienne. Le diagnos- 
tic différentiel est en général possible 
grace a un radiogramme et 4 un électro- 
cardiogramme. 

23. La “mort hépatique” était autrefois 
une complication redoutée. Elle est au- 
jourd’hui pratiquement éliminée, grace 4 
une meilleure préparation et a une tech- 
nique perfectionnée. 

24. La pancréatite aigué est une affec- 
tion trés douloureuse, mais elle ne justifie 
pas une opération d’urgence. 

25. La ligature accidentelle de |’artére 
hépatique est une complication grave, 
toujours mortelle. 

26. Le carcinome des voies biliaires rep- 
résente environ 6% des cas. Le cancer du 
pancréas atteint un pourcentage élevé. 


SCHLUSSFOLGERUNGEN 


1. Zur Erzielung der bestméglichen 
postoperativen Ergebnisse ist eine genaue 
Kenntnis der Anatomie und Physiologie 
der Leber, der Bauchspeicheldriise und 
der Gallenwege von Wichtigkeit. 

2. Wenn auch die Ausfiihrung von 
Leberfunktionspriifungen in manchen 
Kliniken regelmassig ausgefiihrt werden, 
so ist doch die Bestimmung der Prothrom- 
binzeit die wichtigste Untersuchung. 

8. Die Funktionspriifungen sind hilf- 
reich in der Unterscheidung von Hepati- 
tis und Obstruktionsgelbsucht. 
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4. Eine vollstandige Blutuntersuchung 
einschliesslich chemischer Analyse und 
Zentrifugierung sollte stets ausgefiihrt 
werden. 

5. Bluttransfusionen sollten vorgenom- 
men werden, wenn eine Indikation vor- 
liegt, besonders in Fallen von Gelbsucht. 

6. Das Vitamin K ist das spezifische 
Mittel zur Verhiitung von Blutungen bei 
ikterischen Kranken. 

7. Antibiotika sollten vor der Operation 
in Fallen akuter Erkrankung und nach der 
Operation in jedem Fall verabreicht wer- 
den. Penizillin ist ein spezifisches Mittel 
gegen Infektionen mit Clostridium Welchi. 

8. Von Gallenblasenresektionen ohne 
das Vorliegen von Gallensteinen sollte ab- 
geraten werden. Die Operation fiihrt 
nicht zur Heilung. 

9. Dem Zuriicklassen eines grdésseren 
Abschnittes des Gallenblasenganges ist 
grosse Bedeutung als Ursache spaterer 
Krankheitserscheinungen zugeschrieben 
worden. Dies ist jedoch nicht so wichtig, 
weil man gewodhnlich einen zuriickge- 
bliebenen Stein findet. 

10. Als Technik der Gallenblasenresek- 
tion sollte ein als ‘“offene Methode’’ be- 
kanntes Verfahren angewandt werden. 

11. Die Gallenblasenresektion kann von 
unten nach oben oder in umgekehrter 
Richtung ausgefiihrt werden. Der Ver- 
fasser bevorzugt ein Vorgehen von oben 
nach unten, obgleich es Zustande gibt, die 
eine Operation in umgekehrter Richtung 
ratsam erscheinen lassen. 

12. Eine Drainierung des Operationsge- 
bietes wird fast allgemein durchgefiihrt. 
Wenn das Operationsfeld trocken ist, 
eriibrigt sich die Drainierung., 

18. Subhepatische und_ subphrenische 
Exudate scheinen bei Anwendung der 
Drainierung haufiger vorzukommen, als 
wenn man auf sie verzichtet. 

14. Dyskinesie nach Gallenblasenresek- 
tionen fiihrt zu lastigen Krankheitser- 
scheinungen. 
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15. Die chronische Bauchspeicheldri- 
senentziindung ist eine haufige Ursache 
von Schmerzen in der rechten oberen 
Bauchecke. Die Abtastung der Bauchspei- 
cheldriise ist wichtig zur Bestimmung des 
Grades der Entziindung des Organs. 


16. Gallenfisteln nach Gallenblasenre- 
sektion lassen sich gewéhnlich auf einen 
im Choledochus zuriickgelassenen Stein 
zuriickfiihren. Verletzung des Choledochus 
kann auch eine erhebliche Rolle spielen. 

17. Die cholangiographische Untersu- 
chung wahrend der Operation bildet ein 
wichtiges Hilfsmittel zur Entdeckung von 
Steinen im Choledochus. 

18. Die Whipplesche Operation zur Be- 
handlung des Krebses der Bauchspeichel- 
driise und der Vaterschen Papille ist ein 
seltenerer Vorgang als die Gallenblasen- 
resektion. Die verschiedenen zur Behe- 
bung der Gelbsucht angelegten Anastomo- 
sen verlangern das Leben des Kranken um 
mindestens zwei Jahre. 

19. Die Vermeidung von Strikturen des 
Choledochus ist wichtig. Der T-férmige 
Katheter fiihrt niemals zu Strikturen 
dieser Art. In den meisten Fallen ist eine 
fehlerhafte Operationstechnik verantwort- 
lich zu machen. 

20. Die Perforation der Gallenblase ist, 
vorausgesetzt dass der Patient wahrend 
des akuten Anfalls sich jeder Nahrung 
enthalt, eine ungewohnliche Komplikation. 

21. Einer akuten Gallenblasenentziin- 
dung sollte stets Gelegenheit zum Abklin- 
gen gegeben werden. In etwa zwei Prozent 
der Falle wird es notwendig sein, eine 
Notoperation auszufiihren. 

22. Die Krankheitserscheinungen von 
Gallensteinerkrankung und Kranzschlag- 
aderverstopfung werden haufig miteinan- 
der verwechselt. Die Réntgenuntersuchung 
und das Elektrokardiogramm fiihren ge- 
wohnlich zur Klarung der Diagnose. 

23. Der “Lebertod” gehoérte friiher zu 
den sehr gefiirchteten Komplikationen. 
Dank den Verbesserungen in den Vorbe- 
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reitungen zur Operation und der Opera- 
tionstechnik ist er praktisch véllig ausge- 
schaltet. 

24. Die akute Bauchspeicheldriisenent- 
zindung ist eine sehr schmerzhafte 
Erkrankung, sollte aber nicht als Notzu- 
stand operiert werden. 

25. Die versehentliche Unterbindung 
der Leberarterie ist eine ernste Komplika- 
tion, die unweigerlich zum Tode fiihrt. 

26. Krebs der Gallengiange wird in etwa 
sechs Prozent der Kranken beobachtet, 
Bauchspeicheldriisenkrebs kommt verhialt- 
nismassig haufig vor. 


CONCLUSOES 


1. Conhecimento perfeito da anatomia e 
fisiologia hepaticas s&o necessarios assim 
como do pancreas e vias biliares para obter 
os melhores resultados pdés-operatorios. 

2. Das provas funcionais do figado, em- 
bora rotineiras em algumas clinicas, 0 
tempo de protrombina parece 0 mais im- 
portante. 

3. As provas auxiliam a diferenciar he- 
patite de ictericia por obstrucao. 

4. Devem ser feitos sempre hemograma, 
bioquimica e hematécrito. 

5. As transfusdes de sangue so devem 
ser usadas quando indicadas, principal- 
mente nos casos de ictericia. 

6. Nas hemorregias dos pacientes icteri- 
cos a Vitamina K é o medicamento espe- 
cifico. 

7. Os antibéticos devem ser empregados 
no pre de todos os casos de afeccao aguda 
e no pds em todos os casos. A penicilina e 
especifica do bacilo Welch. 

8. A colecistectomia sem colelitiase nao 
deve ser utilizada. A operacdo n&o cura. 

9. Tem sido muitas vezes responsabili- 
zado como causa de futuros sintomas o 
coto do cistico. Isto naéo é importante 
porque o que se acha habitualmente é um 
calculo residual. 
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10. A colecistectomia pode ser realizada 
pelo “método aberto.” 

11. A colecistectomia pode ser condu- 
zida de baixo para cima como no sentido 
anterogrado. O A. prefere realiza-la de 
cima para baixo embora, em certos casos 
deva ser feita no sentido inverso. 

12. A drenagem do regiao vesicular é 
universalmente uzada. Se o campo estiver 
seco nao é necessario drenar. 

13. Os abcessos subhepaticos e subfreni- 
cos parecem ocorrer com mais frequéncia 
quando se drena. 

14. A discinesia pés-colecistectomia pro- 
duz sintomas desagradaveis. 

15. A pancreatite crénica é causa fre- 
quente de dor no quadrante superior di- 
reito. A palpacao do pancreas é importante 
para determinar o grau de sua inflamacao. 

16. As fistulas biliares pds-colecistec 
sao habitualmente devidas a calculo deixa- 
do no colédoco. A lesao desse ducto tam- 
bem é uma causa certa. 

17. A colangiografia operatéria é uma 
prova importante para auxiliar a localiza- 
cao de calculo no coledoco. 

18. A operacéo de Whipple para carci- 
noma do pancreas e da papila de Vater é 
menos usada que a colecistec. As varias 
anastomoses criadas para alivio da icteri- 
cia géo ao paciente mais dois anos de vida. 

19. A prevencéio do estreitamento do 
doledoco é importante. O tubo em T jamais 
foi responsabilizado por elsa sequela. Sao 
os erros de técnica que produzem a maioria 
dos estreitamentos. 

20. A perfuracéo da vesicula é uma 
complicacéo rara. 

21. A colecistite aguda deve ser sempre 
tratada para melhor evolucéo. Somente 
em 2% dos casos foi necessario realizar 
uma operacao de urgéncia. 

22. Sintomas de colelitiase e de afeccdes 
coronarias tem sido algumas vezes confun- 
didos. Um exame radiografico e o eletro- 
cardiograma ‘habitualmente esclarecem o 
diagnostico. 
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23. A morte de causa hepatica foi ini- 
cialmente uma complicacao temivel. Atual- 
mente, pela melhor preparacao do paciente: 
e pela execucao técnica mais apurada este 
temor quase desapareceu. 

24. A pancreatite aguda é uma afeccao 
dolorosa mas nao deve ser operada como 
urgencia cirurgica. 

25. A ligadura acidental da arteria he- 
patica é uma complicacao grave. Leva 4 
morte invariavelmente, 

26. O carcinoma das vias biliares ocorre 
em cerca de 6% dos casos. O cancer do 
pancreas incide em porcentagem maior. 


CONCLUSIONES 


1. Un conocimiento detallado de la ana- 
tomia y fisiologia del higado, pancreas y 
vias biliares es importante para obtener 
los mejores resultados después de la ope- 
racion. 

2. No obstante que las pruebas hepati- 
cas son rutina en ciertas clinicas, la deter- 
minacién del tiempo de protrombina es 
probablemente la mas importante. 

3. Las pruebas ayudaran a diferenciar 
una hepatitis de una ictericia obstructiva. 

4. Examen completo de sangre, inclu- 
yendo pruebas quimicas y estimacién he- 
matécrita deben hacerse siempre. 

5. Las transfusiones sanguineas deben 
usarse cuando estén indicadas, especial- 
mente en caso de ictericia. 

6. En la prevencién de hemorragia en 
pacientes ictéricos, la Vitamina K es el 
medicamento especifico. 

7. Deben administrarse antibidéticos 
antes de la operacion en casos de enferme- 
dad aguda y después de la operacién en 
todos los casos. Le penécilina es un agente 
especifico contra el bacilo de Welch. 

8. La colecistectomia en casos sin cole- 
litiasis descepciona. La operaci6n no cura. 

9. Mucho énfasis se ha hecho acerca de 
que se deja un mufién muy grande del 
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conducto cistico, como una causa de fu- 
turos sintomas. Esto -no es inportante 
porque uno encuentra usalmente un cal- 
culo residual. 

10. La colecistectomia debe efectuarse 
por la técnica conocida como ‘“método 
abierto.” 

11. La colecistectomia puede efectuarse 
de abajo hacia arriba 6 de arriba hacia 
abajo. El autor prefiere efectuarla de 
arriba hacia abajo; no obstante que hay 
circunstancias en que la operacién debe 
hacerse en el sentido opuesto. 

12. El drenaje en el sitio de la operaci6n 
es casi universalmente usado. Si el campo 
esta seco, ningiin drenaje es necesario. 

13. Las colecciones subhepaticas y sub- 
frénicas parecen ocurrir mas frecuente- 
mente cuando se usa drenaje que cuando 
no se usa, 

14. La disquinesia después de la colecis- 
tectomia produce sintomas molestos. 

15. La pancreatitis crénica es causa 
comun de dolor en el cuadrante superior 
derecho del abdomen. 
pancreas es importante para determinar el 
grado de inflamacion de este organo. 

16. Las fistulas biliares consecutivas a 
una colecistectomia se deben usualmente a 
un calculo residual en el colédoco. La 
herida del colédoco también es causa po- 
derosa. 

17. La colangiografia operatoria es un 
coadyuvante importante para descubrir 
calculos en el colédoco, 


18. La operacién de Whipple para car- 
cinoma del pancreas y la papila de Vater 
se efectia menos frecuentamente que la 
colecistectomia. Las varias anastomosis 
efectuadas para atenuar la ictericia dan 
al paciente, por lo menos, dos afios adi- 
cionales de vida. 


19. Prevenir una estrechez del colédoco 
es importante. El tubo en “T,” nunca ha 
sido responsable de una estrechez de este 
tipo. Los errores de técnica durante la 
operacién son la causa de la gran mayoria 


La palpacién del. 
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de estrecheces. 

20. La perforacién de la vesicula biliar 
es una complicacién remota, siempre que 
el paciente esté en ayunas durante el 
ataque agudo. 

21. La colecistitis aguda siempre se debe 
dejar atenuar, La operacién de emergencia 
sera necesaria en uno por ciento de los 
casos aproximadamente. 

22. Los sintomas de colelitiasis y de en- 
fermedad coronaria frecuentemente se 
confunden entre si. La radiografia y el 
electrocardiograma usualmente aclaran el 
diagnostico. 

23. “La muerte hepatica,” era una com- 
plicaci6n muy temida, antes, pero ahora ha 
sido practicamente eliminada con mejor 
preparacion y técnica. 

24. La pancreatitis aguda es una afec- 
cién muy dolorosa pero no se deberaé operar 
como una condicién de emergencia. 


25. La ligadura accidental de la arteria 
hepatica es una complicaci6n seria. Con- 
duce a la muerte invariablemente. 


26. El carcinoma de las vias biliares 
ocurre en 6% de los pacientes aproximada- 
mente. El cancer del pancreas ocurre en 
un alto porcentaje 
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. . . The experience afforded in an hospital will keep down the luxuriance of 
plausible theories. Many such have been delivered in lectures by celebrated teachers, 
with great applause; but the students, though perfectly masters of them, not having 
corrected them with what nature exhibits in an hospital, have found themselves more 
at a loss in the cure of a patient than an elder apprentice of an apothecary, 

It is true that the scientific value of an observation usually increases with its gen- 
erality. But unique facts may also possess profound scientific significance. Take 
Tycho Brahe’s discovery of a nova, a new fixed star, in 1572, or the synthesis of urea 
by Wohler in 1828. The great scientific value of these discoveries lay in the fact 
that they fundamentally changed our conception about the nature of things. The birth 
of Tycho’s new star proved that the empyrean was subject to change. Its occurrence 
invaded the last area of the universe still reserved to the rule of divine principles and 
annexed it to the realm of accident and necessity: a fit subject of empirical science. 
By this discovery Tycho anticipated Newton’s demonstration that the same laws gov- 
erned the stars in their courses and the swing of a clock’s pendulum. Similarly, 
Wohler by his synthesis of urea broke through the barrier between the inanimate 
and the living. He proved that no “life-force” was required for the production of 
organic matter, and thus opened the path to biochemistry. 

Discoveries like those of Tycho or Wohler are valued for the breadth of their im- 
plications, even though they establish no new general laws. They offer something 
more vague and also more profound: namely, a truer understanding of a large do- 
main of experience. Generality is indeed but an aspect of profundity in science, and 
profundity itself, . . . but an expression of the feeling that we are making a new, 
more intimate, contact with reality. 


—Polanyi 
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Incidence of Thrombophlebitis and 
Embolism in the First Clinic of the Marika 
Iliadi Maternity Hospital, Athens, 1947-1952 


D. N. TRAVLOS, M.D., F.I.C.S. 
ATHENS, GREECE 


R well over a century, since the times 

/ of Cruvelhier and Virchow, the path- 

ogenesis of thromboembolic disease 

has been discussed. At present the theory 

of initial thrombosis appears commonly 

held in the majority of cases. The mech- 

anism and the factors of blood coagulation 

in both normal and pathologic cases have 

been the subject of detailed and inspired 
research by able scientists. 

The profession has now reached the 
stage of conceiving a complete scheme of 
the mechanism of blood coagulation, with- 
out excluding the possibility of still un- 
known factors that play a part in the 
appearance and frequency of thromboem- 
bolic disease. 

It would be needless to dwell on the 
general conclusions reached at the Basel 
Conference, where a table of diseases and 
operations predisposing to thrombosis was 
accepted! or to mention the various papers 
and statistics? that prove or rather dis- 
prove the influence of climatic or seasonal 
factors on the appearance and frequency 
of thrombophlebitis. This frequency, pos- 
sibly substantially reduced during the past 
few decades as far as severe pyemic infec- 
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tions are concerned, is nevertheless vari- 
able in the different statistics according to 
countries, areas and individual observers. 
There is no doubt that the more thoroughly 
scientists learn to search for the initial 
forms of thrombosis the more will be dis- 
covered, and the anatomopathologists will 
perhaps always have occasion to confirm 
by postmortem study a certain number of 
thromboses and emboli that were not diag- 
nosed correctly, or were entirely unnoticed, 
during the patient’s life.* 

Postmortem diagnosis in cases of em- 
bolic disease badly diagnosed during life 
could be a lesson to the profession as to 
future cases, but knowledge of unnoticed 
embolic disease, though valuable from a 
scientific point of view, is less valuable 
from the clinical standpoint. This is due 
to the fact that, from both the preventive 
and the therapeutic standpoint, thrombo- 
sis, whatever may its cause be, interests 
and preoccupies the surgeon primarily and 
mainly because of the danger of embolism, 
severe or even fatal, that it creates, and 
only secondarily because of the physical 
incapacities and other unpleasant func- 
tional irregularities it may occasionally 
cause. Since this danger is present and 
functional irregularities appear, the size 
of the thrombus must admittedly have 
some importance. 
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In my own opinion, small thromboem- 
boli observed at postmortem examination 
with no previous clinical history, having 
existed unnoticed during the patient’s life, 
should not be included in statistical reports 
covering thrombophlebitis, since this prac- 
tice increases the number of cases re- 
ported. If these are eliminated and all 
other factors are equal, it can be stated 
that in Greece the frequency of thrombo- 
embolic disease is decreased. 

Since the advent of antibiotics, a statis- 
tical report compiled in 1953 by Major 
Papatheodorou of the Medical Corps‘ and 
covering 32,575 operations of every kind, 
performed in twelve different hospitals 
from 1947 to 1951, mentions 62 cases, or 
0.19 per cent, in which episodes of throm- 
boembolism occurred. In 48 (0.147 per 
cent) of these the thromboses were clin- 
ically apparent, and in 14 (0.043 per cent) 
there were embolisms with no apparent 
thromboses. In all, there were 17 cases of 
embolism (3 with clinically apparent 
thromboses), and 9 deaths—a mortality 
rate from embolism of 14.5 per cent of 
the 62 cases. Statistics at the First Clinic 
of “Marika Iliadi” Maternity Hospital are 
based on data on 7,848 deliveries and 696 
operations, of which 269 were laparoto- 
mies. In the total series of 8,539 women, 
12 cases (0.14 per cent) of thromboses 
and emboli were observed. In 10 cases 
(0.117 per cent) there was clinical evi- 
dence of thrombophlebitis, and in 2 cases 
(the only fatal ones) embolism occurred 
without clinical evidence of thrombosis 
(0.023 per cent). One of the 2 women who 
died was a multipara with well-compen- 
sated mitral disease. Delivery was normal. 
She died suddenly after getting out of bed 
on the eighth day postpartum. The sec- 
ond case was a multipara who had been 
delivered in this hospital and readmitted 
forty-five days later for vaginal hemor- 
rhage. Curettage revealed placental débris. 
Postoperatively the temperature reached 
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103.3 F. She died suddenly on the eighth 
postoperative day from embolism, without 
any clinical sign of thrombosis. 

If one considers separately the obstetric 
cases, one finds, in 7,843 deliveries, a total 
of 9 thromboses and emboli, that is, 8 
thromboses and 1 fatal embolism with no 
preexistent clinical sign of thrombosis, or 
an incidence of 0.11 per cent. 

It is noteworthy that in this series there 
was no case of thrombosis or of embolism 
following an obstetric intervention from 
below, despite the fact that forceps were 
applied in 4.90 per cent, manual removal 
of the placenta was done in 2.79 per cent 
and the uterine manual inspection for in- 
complete delivery was performed in 2.01 
per cent. 

We should like to point out that it is 
quite probable that a number of women 
may have shown signs of thromboembolic 
disease later on. We are even aware of 1 
case in which the woman, whose dead baby 
was subjected to basiotripsy, returned 
from the hospital to her home in good 
health but, on the ninth day after delivery, 
showed symptoms of phlegmasia alba 
dolens in each leg successively. 

Thus, 5 of the patients (1 of whom 
died), were observed after normal child- 
birth and 4 after cesarean section (per- 
formed in 3 cases for placenta praevia and 
in 1 case because of cephalopelvic dispro- 
portion). 

The total number of cesarean sections 
during this period was 89. Thus, the rate 
of postcesarean thrombophlebitis was 4.5 
per cent; rather a high rate, but fortu- 
nately with no case of embolism. 

In the gynecologic cases, in 696 opera- 
tions there were 3 cases of thrombosis and 
embolism (2 thromboses and 1 fatal em- 
bolism, with no preexisting clinical throm- 
bosis), or a rate of 0.431 per cent. The 
two thromboses were observed after lapa- 
rotomies; the total number of laparotomies 
was 269, yielding a postlaparotomy throm- 
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bosis frequency of 0.074 per cent. In 1 
of these 2 cases of postlaparotomy throm- 
bophlebitis the condition occurred after a 
subtotal hysterectomy (performed for rup- 
ture of the uterus), and the other after 
removal of a right ovarian cyst, enuclea- 
tion of a fibromyoma and partial left 
ovariectomy. 

Operations performed solely for fibro- 
myoma (hysterectomies or fibromyecto- 
mies) had no such complications. In all 
laparotomies performed I systematically 
apply, in situ during the operation and 
intramuscularly for the first four days 
thereafter, crystalline penicillin G, and 
frequently streptomycin. During this peri- 
od I did not follow the system of early 
ambulation, but encouraged early move- 
ment, 

In 7 cases the history was free of any 
previous incident; in 1 case, there had 
been tonsillectomy and appendectomy, while 
in still another the history revealed severe 
rheumatic arthritis, nephritis and a ton- 
sillectomy. In 1 case the history indicated 
posttyphus phlegmasia alba dolens of the 
left leg. In the cases of embolism, as has 
been stated, 1 patient had a well-compen- 
sated organic cardiac ailment (mitral), 
and 1 had septic retention of the placenta. 

In all 10 cases of thrombophlebitis the 
thrombi occurred in the legs; 8 in the left, 
1 in the right and 1 in both. The patients’ 
ages ranged between 25 and 42 years. 

Of the pregnant women, 5 were primip- 
arae. Two were pregnant for the second 
time, 1 for the third time, 1 for the fourth 
time and 1 for the fifth time. 

The time of appearance of thrombosis 
or embolism varied between the fourth and 
the tenth day after delivery or operation. 
The treatment applied was absolute bed 
rest for the first 4 patients and the ad- 
ministration of heparin for the remaining 
6. The mortality rate for clinically appar- 
ant thrombosis was 0. In neither case of 
fatal embolism was there any preexistent 
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clinically apparent thrombosis. 

Thus, the mortality rate of embolism in 
8,539 women was 0.023 per cent. For 
7,843 deliveries this incidence was 0.013 
per cent; for 696 operations, 0.143 per 
cent; for 269 laparotomies, 0, and for 427 
vaginal procedures, 0.234 per cent. 


CONCLUSIONS 


In Greece, the danger of thromboem- 
bolism seems in general to be less acute 
than elsewhere. Its frequency is notably 
increased after cesarean section. This is 
an additional factor that strengthens the 
author’s theory® that there should be no 
hasty decision to solve all obstetric prob- 
lems by performing this operation. 

The use of antibiotics seems not to have 
had any effect on the incidence of throm- 
bosis. 

Should this theory of the reduced rate 


of thrombophlebitis in Greece be confirmed 
in the future, it remains to be determined 
whether climatic or dietetic factors are 
involved. 


SCHLUSSFOLGERUNGEN 


In Griechenland scheint die Gefahr der 
Thrombusembolie im allgemeinen nicht so 
bedrohlich wie in anderen Teilen der Welt 
zu sein. Die Haufigkeit dieses Krankheits- 
vorganges steigt im Anschluss an Kaiser- 
schnitte erheblich. In dieser Tatsache 
sieht der Verfasser eine Starkung seiner 
Theorie, “dass man keine iiberstiirzte 
Entscheidung zum Kaiserschnitt treffen 
sollte, in der Meinung, dass sich damit alle 
geburtshilflichen Probleme lésen lassen.” 

Die Anwendung von Antibiotika scheint 
auf die Haufigkeit von Thrombosen keinen 
Einfluss zu haben. 

Sollten sich die Ansichten des Verfassers 
hinsichtlich der Thrombophlebitis in Grie- 
chenland in der Zukunft bestatigen, dann 
bleibt noch die Frage offen, ob klimatische 
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oder diatetische Faktoren eine Rolle 
spielen. 


CONCLUSIONI 


Il pericolo della tromboembolia sembra 
meno grave in Grecia che altrove. La sua 
frequenza é aumentata notevolmente dopo 
i tagli cesarei. Non pare che |’impiego 
degli antibiotici abbia alcun effetto sull’- 
incidenza della trombosi. 

Se questa osservazione sulla tromboem- 
bolia in Grecia sara confermata anche nel 
futuro, si dovranno ricercare i fattori cli- 
matici o dietetici responsabili. 


CONCLUSIONS 


La fréquence de la thrombo - embolie 
semble étre moins élevée en Gréce qu’ail- 
leurs. Il a été constaté qu’elle augmente 
aprés une césarienne. Ce fait constitue 
un facteur de plus confirmant l’auteur 
dans sa théorie selon laquelle 4) il faut 
éviter de prendre trop souvent la décision 
hative de résoudre tous les problémes d’ob- 
stétrique par la césarienne. L’emploi des 
antibiotiques ne semble pas avoir eu d’effet 
sur l’incidence de la thrombose. 

Si cette théorie de la moins grande fré- 
quence des thrombo-phlébites en Gréce 
devait se confirmer, il resterait encore a 
déterminer si les facteurs climatiques ou 
diététiques jouent un role. 


CONCLUSOES 


Na Grecia o perigo da trombose de modo 
geral parece menor que alhures. A fre- 
quencia é muito grande apdés as cesarianas. 


TRAVLOS: THROMBOPHLEBITIS AND EMBOLISM 


Ha um fator adicional que reforga a 
opiniado do A. e que é a auséncia de indi- 
cacées precipitadas para solver as situa- 
cdes obstétricas sempre pela cesariana. O 
uso de antibiéticos nao parece ter influido 
na incidéncia das tromboses. 

Caso essa teoria de tromboflebite na 
Grecia seja confirmada futuramente é pre- 
ciso determinar a possivel influéncia de 
fatores climaticos ou dietéticos. 


CONCLUSIONES 


En Grecia, el peligro de las trombo-em- 
bolias parace ser en general menos agudo 
que en otras partes. Su frecuencia aumenta 
notablemente después de las ceséreas. Este 
es un factor mas que refuerza la teoria del 
autor de que no debe haber una decision 
precipitada para resolver todos los proble- 
mas obstétricos por medio de esta opera- 
cién. 

El uso de los antibidéticos no parece haber 
tenido efecto alguno en la incidencia de la 
trombosis. 

Si esta teoria de la tromboflebitis en 
Grecia se confirma en el futuro, todavia 
queda por determinar si hay factores cli- 
matéricos 6 dietéticos envueltos en el 
problema. 
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Some generality of understanding is the essence of civilized culture, and is a cry- 
ing need in medicine and we must seek it earnestly if we are not to decline to the 
level of craftsmen and technicians. 


—Walshe 
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The Electrourogram 


ALFRED W. KNEUCKER, M.D., F.I.C.S. 
CHICAGO, ILLINOIS 


HE reader should be acquainted first 
"| wit the fact that electrourograms 

exist. Then he should realize how 
simple it is to register electric potentials 
experimentally as well as from human 
beings. 

All living tissue produces electric cur- 
rents. This holds true even for tissue cul- 
tures and body fluids containing cells that 
are able to produce currents. These facts 
have been known for about one hundred 
years, but they have been forgotten quite 
often during the past decades. From these 
currents potentials can be traced and, in 
certain circumstances, registered. 

First, a few words as to the history of 
the electrograms in general. For more 
than fifty years action currents and po- 
tentials have been traced and registered 
from the heart since Einthoven published 
his sensational work in 1903. In 1929 
Berger, in Germany, discovered the elec- 
troencephalogram. Various electrograms 
followed, such as electrograms of the 
stomach, the retina, the uterus and other 
organs. In 1949 I discovered that poten- 
tials can be registered from the renal 
parenchyma. I first published these obser- 
vations in 1953. The curves from the renal 
parenchyma have nothing whatsoever to 
do with the electroureterogram.* In 1956 





From the Department of Surgery, Chicago Medical School, 
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Read at the Twenty-First Annual Congress of the United 
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*The Electroureterogram was described by R. Baker and 
J. Huffer, J. of Urology, December 1953.—The author has 
found from private communications that his electrourogram 
is quite often confused with the above mentioned Electroure- 
terogram. 
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I registered potentials from the adrenal 
glands, the prostate gland and the tes- 
ticles ; in addition, I traced potentials from 
tissue cultures, from semen and from 
specimens of urine in which cells (epithe- 
lial cells, erythrocytes and leukocytes) 
were present in quantities abundant 
enough to produce electric currents. 

The basis for the production of electric 
currents is the arrangement of ions with- 
in and outside the membrane and the posi- 
tive ones outside it (Fig. 1). Formerly it 
was assumed that there must be an addi- 
tional nervous impulse, most probably 
from the hypothalamus, that renders the 
membrane semipermeable so that the ions 
can migrate through it; this migration it- 
self produces a difference in potentials that 
can be measured. I am prepared to dem- 
onstrate that no nervous impulse is pres- 
ent or necessary to make the ions migrate, 
since potentials can be traced from tissue 
cultures, in which there are obviously no 
nervous impulses, as well as from body 
fluids. It must be added that the produc- 
tion of currents does not go on continu- 
ously. Tissues and organs “write” for 
some time and then stop doing so; after 
some time has elapsed, potentials can again 
be traced. It must be emphasized, how- 
ever, that the ability to produce currents 
ends within one hour in fluids and within 
a few minutes in excised organs.** Only 
fresh tissue material, therefore, should be 
used in these experiments. 





**It appears that the kidney can maintain this ability 
better than can any other organ. 

















VOL. XXVII, NO. 2 





Fig. 1—Arrangement of ions within and outside 
cell membrane. 


Technic.—1. The Adrenals (Fig. 2A): 
The body consists of many power plants 
competing with each other. This is a bio- 
logic law, and it could be shown by many 
experiments in animals that the larger 
organs, being usually stronger power 


plants, suppress the power plants répre- 
sented by the weaker organs. The kidney 
is an enormously strong power plant that 
suppresses the potentials from the adren- 
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als. To get the adrenal potentials, cor- 
rectly named electroepinephograms, either 
the homolateral kidney has to be removed 
or the adrenal gland must be exposed sur- 
gically. Lead, speed, and standardization 
will be mentioned later. 

The electroepinephogram of the normal 
adrenal gland has but little importance in 
urology. Its research concerns the endo- 
crinologist in the first place. In cases in 
which the gland has changed patholog- 
ically, however, the electroepinephogram 
may be significant for diagnosis. 

2. The Renal Parenchyma (Fig. 2B): 
Curves from the renal parenchyma (elec- 
tronephrograms or electrourograms in the 
strict sense of the word) can easily be 
registered. 

The patient should be starved for eight 
hours before registration to avoid possible 
potentials from the stomach. About twen- 
ty minutes before the examination begins 
the patient should drink 500 ce. of fluid 
to provide the necessary diuresis. If re- 
quired, atropine and scopolamine may be 
administered in the usual doses, but mor- 
phine and demerol, being antidiuretics, 
must be strictly avoided. 

Needles represent the electrodes; they 
must be insulated in order to pick up cur- 
rents solely from the kidneys and not from 
the neighboring tissues.* The uncovered 
{ips of the needles are inserted into the 
pararenal area from the back. If they are 
‘nserted into the renal parenchyma itself 
the genuine renal curve is not obtained; 
instead, one obtains a mixture of a modi- 
fied electrocardiogram, the respiratory 
curve, and some characteristics of the 
electrourogram (Fig. 3). 

In all these experiments and in the clin- 
ical work a Twin Viso machine** was used. 
The simultaneous registration of two or- 
gans for comparison, e. g., a healthy and 





*Such needles are manufactured by Cameron Surgical 
Specialty Co., 666 West Division Street, Chicago 10, Illinois. 
**Sanborn Company, Cambridge 39, Massachusetts. 
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Fig. 2.—A, electroepinephrogram. B, electrourogram. Left kidney is more active than right. 


a diseased kidney, is highly recommended. 
The registration can be unipolar or bi- 
polar. Bipolar registration gives the best 
results. The lead is 1; the active electrodes, 
the needles, are connected to RA and LA 
respectively, the needles inserted into the 
pararenal area close to the lower pole and 
away from the large vessels, such as the 
aorta or the renal pedicle. The three in- 
active electrodes can be needles too, or, to 
spare the patient additional trauma, suc- 
tion cups should be used, which are best 
placed somewhere in the renal area or on 
the buttocks.* 


The paper speed is 5 mm. per second. 
For longer registration a speed of 0.5 mm. 


*There are several other ways of registration which can- 
not be explained here. 
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per second is recommended. The stand- 
ardization is usually 1 millivolt; in rare 








ef Oe Bl 
Fig. 3.—Electrourographic technic as employed 
in man. 
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cases, however, the sensitivity has to be 
increased. It is advisable to register the 
renal potentials for half an hour, especially 
if the kidney fails to “write” at the begin- 
ning or if it stops writing shortly after the 
registration begins. 

What happens if there is no registra- 
tion? If the machine is in good working 
order and all conditions for registration 
fulfilled correctly, only the discontinuous 
production of currents is to be blamed for 
failure of registration. In such cases it is 
advisable to leave the needles in place, stop 
the machine, and after about ten minutes 
start anew with the registration. Figure 
3 shows the arrangement of active and 






Fig. 5.—Electro-orchidographic technic. 


Fig. 4.—Electroprostatogram of dog. 


inactive electrodes for the registration of 
renal potentials. 

3. The Prostate Gland (Fig. 4) : In ani- 
mal experiments the prostate gland must 
be exposed surgically; clinical work on 
human beings is still in the experimental 
stage. It is too early, therefore, to de- 
scribe a definite technic. 


4. The Testicles: Concerning the technic 
of testicular registration of the testicles 
(electro-orchidograms), two suction cups 
are placed on the testicle and the inactive 
electrodes somewhere in the area of the 
symphysis, but away from the large ves- 
sels (Fig. 5). Needles are not to be used, 
lest the organ be traumatized. Because of 
the small size of the organ, infant suction 
cups are preferred. Again both organs, 
the healthy and the diseased, can be reg- 
istered simultaneously; similarly, both 
testicles can be seen from Figure 6. 

The curves show great variations, as 
can be seen from Figure 6. Figure 6A 
shows the result with a sexually active 
man; Figure 6 B, that of a sexually inac- 
tive man. It is important, therefore, to 
take the history of the patient with regard 
to sexual activity, as well as the date of 
his last emission before the curves are 
registered. 

5. Body Fluids and Tissue Cultures: For 
tissue cultures, suction cups are used. They 
are placed on agar surfaces in the Petri 
dishes in which cultures are grown. For 
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Fig. 6.—A, electro-orchidogram of sexually active subject. 


B, electro-orchidogram of 


sexually inactive subject. 


body fluids, which are examined in test 
tubes or beakers, needles are used. Simi- 
larly, fluids can be poured into Petri dishes 
and the potentials registered with im- 
mersed suction cups. Lead, speed and 
standardization are as aforedescribed. 
To illustrate potentials from body fluids, 
I present an electrogram taken from a 
clear specimen of urine and one from a 
dirty specimen containing many pus cells. 
The clear urine does not contain living tis- 
sue; therefore, there is no curve. The 
many pus cells in the cloudy urine produce 
potentials that are registered (Fig. 7). 
The emission, full of living spermatozoa, 
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produces a curve. After some time, when 
the electric potentials diminish, the curve 
flattens; addition of warm saline solution 
“revives” the curve (Fig. 8). 

It must be added that sometimes pseu- 
dopotentials are traced where there is no 
living tissue. The reason is at least two- 
fold: 1. The sensitive machine picks up 
potentials from extraneous sources. 2. 
There are sometimes electric reactions be- 
tween the fluids examined and the elec- 
trodes, particularly if the conductivity of 
the fluids is high. These reactions can 
simulate genuine potentials. Both pseudo- 
potentials, in contrast to real potentials 
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Fig. 7—Electrourogram (“clean” and “dirty” urine). 











Fig. 8.—Electrogram of emission. 


from living tissue, fade out soon or will be 
recognized as artifacts. 

Limitations of space exclude a report 
of the urologic and biologic results from 
experimental work done with mice, rab- 
bits and dogs and from clinical work on 
human beings. Nevertheless, it can be said 
that electrograms pave the way for inves- 
tigations which, so far, have not been feas- 
ible by any other means and which 
concern research not only in urologic con- 
ditions and fertility but in physiology, 
pathology and other branches of clinical 
medicine. 


SUM MARY 


For some years the author has been in- 
terested in exploring the potentialities of 
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structures other than the heart in response 
to investigative measures similar to the 
taking of electrocardiograms. In 1953 he 
reported having registered potentials from 
the renal parenchyma, and in 1956 he suc- 
ceeded in registering potentials from the 
adrenal glands, the prostate and the tes- 
ticles, as well as from tissue cultures, 
semen and specimens of urine in which 
epithelial cells, erythrocytes and leuko- 
cytes were present in sufficient quantity 
to produce electric currents. His technic 
is described. Both urologic and biologic 
data have resulted from experimental 
work on animals and clinical experience 
with human patients. In the author’s 
opinion, electrograms pave the way for 
investigations hitherto not feasible and 
should eventuate in new methods of han- 
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dling genitourinary disease, sterility and 
similar conditions, as well as in new physi- 
ologic and pathologic approaches to disease 
in other fields. 


RIASSUNTO 


Per anni |’autore si é interessato alla 
ricerca dei potenziali di tessuti diversi dal 
cuore per la presa di elettrogrammi. Nel 
1953 riferi sui potenziali registrati dal 
parenchima renale e nel 1956 dalle ghian- 
dole surrenali, prostata, testicoli, tessuti 
in cultura, campioni di urine che contenes- 
sero elementi figurati in quantita suffi- 
ciente a produrre correnti elettriche. Viene 
descritta la tecnica. I dati provengono da 
un lavoro sperimentale e clinico. L’autore 
pensa che tail elettrogrammi possono aprir 
la strada a ricerche fino ad ora impossibili 
e possono fornire nuovi metodi nel tratta- 
mento delle malattie genito-urinarie, della 
sterilita econdizioni analoghe come pure 
anche in altri campi e malattie, 


RESUME 


L’auteur étudie depuis plusieurs années 
l’exploration de la potentialité d’organes 
autres que la coeur, en vue d’examens 
similaires a lélectrocardiogramme. En 
1953 il rapporta avoir relevé la potentialité 
du parenchyme rénal; en 1956 il réussit 
a enregistrer la potentialité des glandes 
surrénales, de la prostate et des testicules, 
ainsi que de cultures de tissus, du sperme 
et d’échantillons d’urine contenant des 
cellules épithéliales, des érythrocytes et 
des leucocytes en quantité suffisante pour 
produire des courants électriques. La 
technique de ces examens est décrite. Des 
données aussi bien urologiques que bio- 
logiques sont le résultat des expériences 
sur l’animal et des expériences cliniques 
de l’auteur. Celui-ci estime que |’électro- 
cardiogramme a ouvert la voie a des in- 
vestigations jusqu’alors impossibles, qui 
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devraient permettre d’inaugurer de nou- 
velles méthodes de traitement des affec- 
tions des voies génito-urinaires, de la stéri- 
lité et d’autres états analogues, ainsi que 
de nouvelles voies d’approche physiologi- 
ques et pathologiques dans d’autres do- 
maines. 


ZUSAM MENFASSUNG 


Der Verfasser interessiert sich seit eini- 
gen Jahren fiir die Erforschung der 
Moéglichkeiten, Untersuchungsmethoden, 
die der Elektrokardiographie ahnlich sind, 
auch auf andere K6rpergebilde als das 
Herz anzuwenden. Im Jahre 1953 berich- 
tete er, Potentiale aus dem Nierenparen- 
chym aufgezeichnet zu haben, und im 
Jahre 1956 gelang ihm die Registrierung 
von Potentialstrémen aus den Neben- 
nieren, der Prostata und den Hoden sowie 
aus Gewebskulturen, aus dem Sperma und 
aus Harnproben, die geniigend Epithelzel- 
len oder rote und weisse Blutkérperchen 
enthielten, um einen elektrischen Strom 
hervorzurufen. Die vom Verfasser ange- 
wandte Technik wird beschrieben, Sowohl 
seine urologischen wie die biologischen 
Laboratoriumsergebnisse stammen aus 
Tierversuchen und aus klinischen Arbeiten 
am Menschen. Der Verfasser ist der Mei- 
nung, dass die Elektrographie den Weg 
zu bisher undurchfiihrbaren Forschungen 
ebnet und schliesslich zu neuen Behand- 
lungsmethoden von Erkrankungen des 
Harn-und Geschlechtsapparates, der 
Sterilitat und dahnlicher Krankheitszu- 
stande fiihren und ferner das Tor zu neuen 
physiologischen und pathologischen Me- 
thoden auf anderen Krankheitsgebieten 
offnen wird. 


SUMARIO 


Por alguns anos o A. se interessou na 
exploracéo dos potenciais funcioais de 
outras estruturas alem do corac&o em res- 
posta a metodos de investigacéio semel- 
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hantes a tomada do E.C.G. Em 1953 ele 
comunicou que registrou potenciais do pa- 
renquima renal e em 1956 conseguiu reg- 
istrar os das suprarenais, da prdéstata e 
dos testiculos como também de cultura de 
tecidos, esperma e amostras de urina nas 
quais estavam presentes celulas epiteliais, 
eritrécitos e leucécitos em quantidade su- 
ficiente para produzir cargas eletricas. 
Descreve a técnica. 

Os resultados dos trabalhos experimen- 
tais feitos em animais, do ponto de vista 
biologico e urolégico, foram transferidos 
para a experiéncia clinica. Na opiniao do 
A. os eletrogramas abrem caminho a tais 
investigacdes até entéo impraticaveis e 
poderao resultar em novos métodos de 
tratamento de doencas uro-genitais, este- 
relidade e afeccdes similares, assim como 
estudos de patologia em outros sectores. 


RESUMEN 


Por algunos afios, el autor se ha intere- 
sado en explorar los potenciales de otras 
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estructuras aparte del carazon, en res- 
puesta a procedimientos de investigacién 
similares a la toma de un electrocardio- 
grama. En 1953 él reporté haber registrado 
potenciales del parénquima renal y en 
1956, tuvo éxito registrando potenciales de 
las glandulas suprarenales, la préstata y 
los testiculos, asi como de tejidos en cul- 
tivo, semen y especimenes de orina con 
células epiteliales, eritrocitos y leucocitos 
en suficiente cantidad para producir co- 
rriente eléctrica. Su técnica se describe. 
Tanto los datos biolégicos como urolégicos 
han resultado de trabajo experimental en 
animales y de experiencias clinicas con 
pacientes humanos. En la opinién del 
autor, los electrogramas preparan el cami- 
no para neuvas investigaciones, no posibles 
hasta ahora, y conduciran a nuevos méto- 
dos en el manejo de enfermedades genito- 
urinarias, esterilidad y condiciones simi- 
lares, asi como en nuevas vias de acceso 
tanto fisioldgicas como patolégicas hacia 
enfermedades en otros campos. 


In the year of our lord 1536, Francis, the French King, sent a puissant army be- 
yond the Alps. In with all sort of weapons, but chiefly with bullets. I will tell the 


truth, I was not very expert at that time in matters of Chirurgie. . 


. . | observed and 


saw that all the Chirurgions used that method of dressing which Vigo prescribes: 
that they filled, as full as they could, the wounds made by gunshot with tents and 
pledgets dipped in scalding oyle at the first dressing. . . . 





—Pareé 
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Decompression of the Fifth Lumbar Nerve and 


Intervertebral Body Fusion for Low Back 


Pain with Sciatic Radiation 


FRANK W. BAILEY, M.D., M.A., F.I.C.S.* 
FRESNO, CALIFORNIA 


on the subject of low back pain with 

sciatic radiation, the following ob- 
servations are presented with the hope 
that they may have value in the effort to 
achieve better management of this condi- 
tion. 

In dealing with the conditions that pro- 
duce low back pain with sciatic radiation 
there are three main points I should like 
to develop. The first is that the disturb- 
ance of the intervertebral disc may be but 
a part of a more general dysfunction in- 
volving the vertebral and related struc- 
tures. In my opinion, lesions unaccom- 
panied with frank pathologic changes in 
the disc should receive more attention. 
The second is that uncapping the nerves 
of the intervertebral canal (especially the 
fifth lumbar) is to be recommended in all 
cases in which the disc is not obviously the 
compressing factor. The third is related 
to the controversial subject of lumbosac- 
ral fusion. It has been my policy to follow 
an intermediate course. There are a few 
indications for lumbosacral fusion, and an 
attempt has been made to follow them. 


A LTHOUGH many articles are written 
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Submitted for publication Oct. 4, 1956. 


The objections to most methods of fusion 
are (1) there is too high a percentage of 
cases of nonunion; (2) the period of im- 
mobilization following the operation is too 
long, and (3) there is difficulty in estab- 
lishing a fusion that would insure perma- 
nent separation of the intervertebral 
spaces posteriorly. 

During the early years of my practice 
in neurologic surgery I began decompress- 
ing nerve roots when they were obviously 
under compression in their intervertebral 
foramens due to swelling, when adhesions 
were present and when they were under 
tension. A few years later, in 1949, an 
article was published by Crawford, Mitch- 
ell and Granger in which they discussed 
this procedure and the indications for its 
performance.! This article strengthened 
my confidence in this form of surgical 
treatment. 

Both Bosworth? and Cloward,*? working 
independently, arrived at the conclusion 
that one of the functions of the normal 
intervertebral disc is to hold the vertebral 
bodies apart, and each devised a traction 
type of operation designed to prevent loss 
of intervertebral space with subsequent 
narrowing of the intervertebral foramen 
and instability with degenerative changes 
in the facets. I have done lumbosacral fu- 
sions by the Cloward technic on 3 occa- 
sions and am happy to report that the re- 
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sults have been good (Fig. 1). In 1953 
Wiltberger* published an account of his 
procedure for intervertebral body fusion 
by the prefit-dowel technic, which is a 
modification of the Cloward procedure. I 
adopted the Wiltberger technic and have 
performed lumbosacral fusion in 15 cases 
since this report was published. 

In choosing patients for either decom- 
pression of the nerve roots or fusion of 
intervertebral bodies a conservative atti- 
tude has been maintained. Patients who 
had low back pain with sciatic radia- 
tion were treated conservatively from two 
weeks to several months if there was im- 
provement. Chronic or recurring condi- 
tions were considered surgical when the 
severity and duration of the pain and 
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disability seemed to justify the more rad- 
ical form of surgical treatment. Because 
of this conservative approach to the prob- 
lem, the series of cases here presented is 
not large. 

In all of the patients who have been 
treated some or all of the signs and symp- 
toms of the nerve compression syndrome 
were present: (1) pain of the nerve root 
type in the distribution of the fourth, fifth 
or first sacral dermatome; (2) tenderness 
on palpation over the affected lumbar 
facet, and/or over the sciatic nerve in- 
volved; (3) list of the spine; (4) spasm 
and pain in the lumbosacral muscles, with 
or without flattening of the lumbosacral 
curve; (5) weakness of one or several 
groups of muscles in the lower extremity ; 


Fig. 1—Lumbosacral joint. A, before fusion; B and C, after fusion. 
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(6) hypesthesia and hypalgesia in the one 
or two dermatomes involved; (7) a posi- 
tive Lasegue sign, with pain radiating 
down back of the leg involved when it was 
raised, and (8) diminution of the ankle or 
knee jerk. 

In establishing the diagnosis, the history 
and the neurologic and roentgen observa- 
tions, including those at myelographic 
examination, were considered most care- 
fully. 

Disturbances Related to the Interverte- 
bral Disc.—It should be stated that from 
the beginning of performing operations on 
the discs I have always made an adequate 
interlaminar exposure. For better ex- 
posure and removal of the extruded seg- 
ment of disc, the opening was often en- 
larged laterally. It was this part of the 
technic that led me to the conviction that 
compression of the nerve is often due to 
a combination of forces, especially when 
there is an increase in the lumbosacral 
angle. Such forces are: (1) a protruded 
or prominent disc compressing posterior- 
ly; (2) bony, ligamentous and fibrous tis- 
sue compressing from behind and laterally, 
and (3) prolapse of the vertebrae, which 
also brings closer together the narrow 
walls of the intervertebral foramen. My 
present conception of the problem is that 
in some cases it is protrusion of the disc 
that is most evident: in others, prolapse 
of the fifth lumbar vertebra results in 
bulging or swelling of the ligamentum 
flavum or hypertrophy of the fibrous tissue 
of the joint capsule, or both. 

Decompression of the Spinal Nerve.— 
The aforementioned abnormalities are 
sometimes not evident unless one removes 
the inferior articular process of the verte- 
bra above and that portion of the superior 
articular process of the vertebra below 
which overlies the nerve in the foramen. 
This is referred to as uncapping the inter- 
vertebral foramen, or decompressing the 
nerve. The nerve most commonly affected 
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is the fifth lumbar nerve, which passes 
through the most constricted of the fora- 
mens. Another observation that has been 
noted, particularly in cases of abnormal 
mobility such as that associated with spon- 
dylolisthesis, and in the presence of spina 
bifida, is that the base of the lamina, which 
lies next to the fifth nerve at its entrance 
into the foramen, can cause direct im- 
pingement posteriorly on the nerve when 
extension of that joint is increased. 

It is a routine procedure with me to ex- 
plore both the fourth and fifth lumbar disc 
spaces and at the same time to probe out- 
ward, thoroughly but gently, into the in- 
tervertebral foramen from each, feeling 
for any constriction or tissue that might 
compress the nerve. If probing or direct 
observation leaves any uncertainty that 
there is insufficient room, the nerve is de- 
compressed. 

Indications for Lumbosacral Fusion.— 
It is my opinion that primary fusion should 
be done (1) when the patient has a long 
history of pain in the lower part of the 
back or in the legs; (2) when there is 
roentgen or operative evidence of instabil- 
ity of the lumbosacral joint—for example, 
increase in the lumbosacral angle, prolapse 
of the fifth lumbar vertebra on the sacrum 
and subluxation of the fifth lumbar ver- 
tebra on the sacrum; (3) when the articu- 
lar facets have been removed because of 
complete uncapping of the intervertebral 
canal on both sides, and (4) when the 
heavy body structure and strenuous occu- 
pation of the patient would tend to weaken 
a joint after the disc had been removed. 
A spinal joint is fused to make the adja- 
cent vertebrae immovable with respect to 
each other, because the symptoms of low 
back pain and nerve root irritation are due 
to uneven pressure and motion between 
the articulating facets of the adjacent in- 
volved vertebrae. It is also evident from 
the investigation of Stilwell’ that pain fi- 
bers from the anterior longitudinal liga- 
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ment over each disc interspace enter the 
dorsal sensory roots two segments above. 
Abnormal tension in this ligament at the 
level of an unstable joint is another source 
of pain, and particularly when there is 
posterior protrusion of the disc. 

Operative Technic. — The instruments 
used and the surgical procedure followed 
in doing intervertebral body fusion were 
described by Wiltberger* in 1953. 

The instruments used in this procedure 
are a broad nerve root retractor, a 54-inch 
hole saw with a retractable stilet, a 5%- 
inch drill and guard sleeve, a 54-inch guard 
sleeve alone, a 14-inch hole saw, a 14-inch 
drill and guard sleeve alone, a tampon, a 
brace and a vertebra spreader. The 14-inch 
dowel graft is large enough for most in- 
tervertebral spaces. One seldom encounters 
a patient so large that the width of the 
intervertebral spaces would require the use 
of a 5%-inch dowel. 

Although it is agreed by most surgeons 
that the intervertebral body fusion is ideal, 
considered from a mechanical point of 
view, many consider the operative technic 
too difficult and not without hazard. For 
this reason Wiltberger attempted to per- 
fect a simple body-to-body fusion. Al- 
though this is simpler, it too is not without 
hazards, the chief one being that the nerve 
root must be completely retracted medially 
before the guard sleeve is introduced be- 
tween the laminae, The dowel type of in- 
tervertebral body fusion depends in prin- 
ciple on making standard size drill holes, 
for example, 14 inch in diameter between 
the vertebral bodies across the interver- 
tebral disc space, and in inserting into 
these holes standard, pre-cut dowels of 
autogenous or homogenous bone that are 
14 inch in diameter. 

My preference is for autogenous cancel- 
lous bone procured from a posterior-supe- 
rior iliac spine. First, an incision 3' or 4 
inches (7.6 to 10.1 cm.) long is made over 
the spine, and two or more dowels of can- 
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cellous bone are cut out with the 14-inch 
hole saw. The dowels are 34, to 1 inch (1.9 
to 2.5 cm.) long. The muscles in this wound 
are closed with black silk or No. 1 chromic 
catgut sutures as preferred, and the skin 
is closed with sutures of black silk. 

After separation of the muscles from 
the spines and laminae of the lumbosacral 
region, a routine bilateral, interlaminar 
exposure is done by rongeuring away a 
portion of the lamina above and below on 
both sides to a diameter of 34 inch. The 
vertebral bodies are distracted by cutting 
away the interspinous processes. Two 
transverse incisions are made in the pos- 
terior longitudinal ligament at the upper 
and lower borders of the intervertebral 
space. The portion of the posterior longi- 
tudinal ligament between the incisions, the 
annular ligament and the protruded inter- 
vertebral disc are excised, and the inter- 
vertebral space is thoroughly curetted. 
The dura and nerve roots are covered with 
a strip of cottonoid and retracted medially 
with a broad nerve root retractor, so as to 
protect them. 

Depending on the depth to which one 
wishes to sink the drill hole, the longer or 
the shorter sleeve is chosen and inserted 
in a slightly oblique manner. The 14-inch 
drill is then placed in the sleeve and drilled 
between the vertebrae until it is stopped 
by the sleeve from further penetration. 
This prevents the drill from passing 
through the anterior surface of either ver- 
tebra. The drill and the sleeve are then 
withdrawn, and the loose cancellous bone 
is removed from the 14-inch hole between 
the distracted vertebrae. A 14-inch dowel 
is then pushed in firmly with a tampon 
and countersunk 14 inch. 

In a similar manner the dura and nerve 
root on the opposite side are retracted me- 
dially, the sleeve is inserted in a slightly 
oblique position, the 14-inch drill is intro- 
duced into the sleeve and a hole is drilled 
between the vertebrae until the sleeve pre- 
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vents further penetration and a 14-inch cortical bone at one end of the dowel and 
dowel is inserted into the drill hole. The sometimes at both ends, and that the drill 
vertebra spreader is then removed, and removes the epiphysis and the cancellous 
one observes that the dowels are held ina _— bone beneath it to a depth of not more 
viselike manner by the falling together of than 14 inch. The cancellous bone deep 
the vertebrae. The dowels being counter- within the body of the vertebra has large 
sunk 14 inch prevents pressure on the dura _ spaces and is soft, whereas the cancellous 
or the nerve root posteriorly. In cases of bone beneath the epiphysis has small 
more severe instability of the joint, an H spaces and is harder. For this reason it 
bone graft taken from the ilium was in- does not collapse on either side of the 
serted between the base of the spines of | dowel. The compression between these sur- 
the fifth lumbar and first sacral vertebrae faces stimulates osteogenesis. 
after they had been notched. When the After the operation my patients re- 
vertebrae fell together, this also was mained in bed for seven days and were 
locked into position. moved, or permitted to move, using the 
It should be pointed out that there is “log-rolling” technic. They were permitted 
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Fig. 2.—Joint between vertebrae, fourth and fifth lumbar vertebrae. A, before fusion; B and C, 
after fusion. 
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to sit up on the seventh and eighth days 
and to walk on the ninth day. They were 
discharged on the tenth day. Nine of the 
15 patients on whom I have operated have 
worn a chair-back brace for three months. 
In 1 of them the fusion was done between 
the fourth and fifth lumbar vertebrae 
(Fig. 2) and he wore a brace for four 
months. Two patients have worn it two 
months, and 2 have worn it one month. 
The decision as to how long the brace 
should be worn was based entirely upon 
the patient’s subjective complaint of pain. 
At the time of writing I have a patient 
who has worn the chair-back brace for 
five months after this procedure, and, be- 
cause of the marked weakness of his lum- 


: Wee on 


Fig, 3.—Lumbosacral joint. A, before fusion; B and C, after fusion. 
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bosacral joint before the operation, it may 
be necessary for him to wear it for six to 
eight months (Fig. 3). He returned to 
work as a baggage man at the end of six 
months, and is doing well. None of these 
patients, however, has been permitted to 
return to heavy work that involves bend- 
ing and lifting until six months have 
elapsed. One patient discontinued wearing 
her brace after two months. She returned 
to her work as an office clerk after three 
months, 


Results.—As the results in my limited 
series of cases have been good, with com- 
plete relief of symptoms up to the time 
of this report, I do not consider them equal 
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in statistical significance to those of Wilt- 
berger, who, over a two-year period, per- 
formed intercorporal or body-to-body fu- 
sion on 54 patients. Roentgenograms of 
48 of these patients revealed 6 nonunions 
(13 per cent). 

The forty-eight cases included 26 in 
which bilateral dowel fusions were per- 
formed, with 2 nonunions (7.5 per cent) 
and 20 in which single dowel fusion was 
done, with 4 nonunions (18 per cent). For 
this reason I have done bilateral fusions 
in all my cases. 

Of the results in his series of cases, 
Wiltberger considered 86 per cent classifi- 
able as satisfactory. The remaining 14 per 
cent are not satisfactory in that the pa- 
tients still have severe pain in the legs or 
back. 

The 14 per cent of unsatisfactory re- 
sults might have been reduced still further 
if nerve root decompressions had been in- 
dicated and performed. 

I have done 25 nerve root decompres- 
sions during the past ten years. In all of 
these there was offending pathologic 
change, and after the nerve root had been 
decompressed there was improvement in 
that the pain and paresthesias subsided in 
time or were greatly relieved. Paresthesias 
were the persistent symptom in cases in 
which relief was not complete. This was 
due to permanent damage to the nerve 
root. 


CONCLUSIONS 


Complete removal of the herniated or 
degenerated disc through an adequate ex- 
posure between the laminae is advocated. 

In some cases of well-marked disease of 
a disc there is also nerve compression in 
the foramen, which explains the persist- 
ence of pain after removal of the disc. It 
is advocated that such a nerve should be 
decompressed by uncapping the interver- 
tebral canal. 
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Primary fusion is advocated when there 
is a long history of pain in the back or legs 
and in which there is roentgen or opera- 
tive evidence of instability to make this 
procedure justifiable. In the author’s opin- 
ion, intervertebral body fusion is the pro- 
cedure of choice. In a limited series of 
cases the prefitted double dowel technic 
for fusion of intervertebral bodies has pro- 
duced the best result in the author’s hands, 
resulting in considerable reduction in post- 
operative care, confinement in the hospital 
and the period of immobilization. Patients 
engaged in the heavier forms of work have 
been able to return to work six months 
after the operation; 1 patient, an office 
clerical worker, returned to her employ- 
ment at the end of three months. 

The technic recommended is precision 
bone grafting with accurate approxima- 
tion of autogenous bone, which should, by 
its nature, be more apt to “take” than 
would a less accurate graft. The desirable 
effect of contact compression on osteogene- 
sis is utilized in this type of fusion. 

The loss of blood is at a minimum, for 
the incision of the donor site is only a 
small one that can be easily and quickly 
closed. Bleeding from the drill holes be- 
tween the vertebrae is very slight, and the 
dowel, when placed in the hole and locked 
into position, prevents excessive bleeding. 

Earlier mobilization is considered due in 
part to severance of pain fibers in the an- 
terior longitudinal ligament at the time 
the protruded disc is excised. 


CONCLUSIONS 


L’auteur recommande l’ablation totale 
du disque hernié ou dégénéré en pratiquant 
une ouverture suffisamment large entre 
les lamelles. Dans certains cas d’affections 
discales bien dessinées, il y a également 
une compression nerveuse dans le foramen, 
qui explique la persistance des douleurs 
aprés l’ablation du disque. II est indiqué 
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dans ces cas de procéder a la décompres- 
sion du nerf. 

La spondylosyndése primaire est justi- 
fiée en présence d’une longue anamnése de 
douleurs dorsales ou des jambes, avec con- 
firmation radiologique ou opératoire d’in- 
stabilité. L’auteur pense que la spondylo- 
syndése intervertébrale est le procédé de 
choix. Dans un certain nombre de cas il 
a personnellement obtenu les meilleurs ré- 
sultats par la méthode de double fixation 
des corps intervertébraux au moyen de 
“chevilles” osseuses. Grace 4 ce procédé 
les soins post-opératoires, le séjour 4 |’opi- 
tal et la période d’immobilisation ont pu 
étre considérablement réduits. Les travail- 
leurs de force ont pu reprendre leur travail 
six mois aprés l’opération; une employée 
de bureau a repris le travail au bout de 
trois mois. 

La technique recommandée consiste en 
une greffe osseuse trés précise, avec une 
évaluation exacte de l’os autogéne. L’ac- 
tion favorable de la compression de contact 
sur l’ostéogénése est utilisée dans ce type 
de spondylosyndése. La perte de sang est 
réduite au minimum grace a une incision 
limitée, Le saignement par les trous du 
forage osseux entre les vertébres est mini- 
me, car il est jugulé dés la mise en place 
de la “cheville” osseuse. La mobilisation 
plus précoce est attribuée en partie a la 
section des filets sensibles dans le ligament 
longitudinal antérieur, au moment de |’ex- 
cision du disque hernié. 


SCHLUSSFOLGERUNGEN 


Der Verfasser setzt sich fiir die véllige 
Entfernung einer verlagerten oder dege- 
nerierten Zwischenwirbelscheibe mittels 
umfangreicher Bloslegung zwischen den 
Laminae ein. 


In manchen Fallen von ausgesprochener 
Erkrankung der Bandscheibe liegt auch 
eine Kompression des Nerven innerhalb 
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des Wirbelforamens vor, wodurch sich ein 
Beharren des Schmerzes nach Entfernung 
der Bandscheibe erklirt. In solchen Fallen 
sollte eine Dekompression des Nerven 
durch Entkappung des intervertebralen 
Kanals erfolgen. 

Eine primare Versteifungsoperation der 
Wirbelsaule wird in Fallen empfohlen, wo 
eine lange Anamnese von Schmerzen im 
Riicken oder in den Beinen besteht, und 
wo durch die Réntgenuntersuchung oder 
bei der Operation eine Unstabilitat festge- 
stellt wird, die einen solchen Eingriff recht- 
fertigt. Der Verfasser halt die Fusion der 
Wirbelkoérper fiir das Verfahren der Wahl. 
In seiner Erfahrung an einer begrenzten 
Anzahl von Fallen hat sich die Wirbelkér- 
perfusion mit angepassten doppelten Dii- 
beln am besten bewahrt und zu einer 
erheblichen Vereinfachung der postopera- 
tiven Behandlung und zu einer Verkiir- 
zung des Krankenhausaufenthaltes und 
der Dauer der Immobilisierung des Krank- 
en gefiihrt. Kranke, die schwerere kor- 
perliche Arbeiten ausfiihren, kénnen in- 
nerhalb von sechs Monaten nach der 
Operation ihren Beruf wieder aufnehmen; 
eine Biiroarbeiterin konnte schon nach 
drei Monaten zu ihrer Arbeitsstelle zu- 
riickkehren. 

Die vom Verfasser empfohlene Technik 
besteht in praziser Knochentransplantie- 
rung mit sorgfaltiger Anpassung des 
autogenen Knochens, der natiirlicherweise 
umso besser “einheilt,” je sorgfaltiger er 
angepasst ist. Diese Form der Fusion 
macht sich den wiinschenswerten Effekt 
der Kontaktkompression auf die Knochen- 
bildung zunutze. 

Der Blutverlust ist afusserst gering, da 
nur ein kleiner Einschnitt an der Stelle der 
Knochenentnahme ausgefiihrt wird, der 
sich leicht und schnell schliessen lasst. Die 
Blutung von den Bohrléchern zwischen 
den Wirbeln ist ebenfalls sehr gering, und 
der Diibel verhindert, wenn er in das Loch 
eingefiihrt und in die richtige Lage fixiert 
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wird, einen grésseren Blutverlust. 

Der Verfasser nimmt an, dass sich die 
friihere Mobilisierung zum Teil durch Un- 
terbrechung schmerzempfindlicher Ner- 
venfasern im vorderen longitudinalen 
Ligament zurzeit der Exzision des ver- 
lagerten Diskus erklaren lasst. 


CONCLUSIONI 


Si auspica la completa asportazione’ del 
disco erniato o degenerato attraverso una 
opportuna apertura tra le lamine. In al- 
cuni casi di ben definita malattia del disco 
esiste anche una compressione del nervo 
nel foro di coniugazione, il che spiega la 
persistenza della sintomatologia dolorosa 
dopo la asportazione del disco. Si auspica 
la decompressione di tale nervo attraverso 
l’allargamento dello spazio intervertebrale. 

Si consiglia l’artrodesi nei casi in cui vi 
é una lunga storia di dolori nel dorso o 
nelle gambe e in cui una instabilita verte- 
brale chirurgicamente o radiologicamente 
dimostrata giustifichi tale intervento. 
Secondo l’autore questa artrodesi verte- 
brale rappresenta l’intervento di scelta. In 
una limitata serie di casi la predetta tec- 
nica di artrodesi gli ha dato i migliori 
risultati consisteni in una consederevole 
riduzione delle cure post-operatorie, del 
periodo di ricovero in ospedale e della du- 
rata dell’immobilizzazione. 

Pazienti occupati in lavori leggeri hanno 
potuto riprendere il lavoro sei mesi dopo 
lintervento; un paziente lo riprese dopo 
tre mesi. 

Il particolare di tecnica pid importante 
é l’accurato innesto di osso autogeno che 
per la sua stessa natura ha pit tendenza 
ad attecchire di un altro innesto praticato 
con tecnica meno accurata. In tale tipo di 
artrodesi si conta molto, agli affetti dell’- 
osteogenesi, sullo stretto contatto. La per- 
dita di sangue é ridotta al minimo poiché 
lincisione nella sede del prelievo deve es- 
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sere cosi breve da poterla chiudere nel 
modo piu facile e rapido. L’emorragia dai 
fori di trapano intervertebrali é molto 
lieve e la stecca, una volta piazzata nei 
fori, la arresta. Si pensa che la precoce 
mobilizzazione sia anche dovuta alla 


sezione di fibre nervose nel legamento 
longitudinale anteriore nel tempo stesso in 
cui viene asportata l’ernia del disco, 


CONCLUSOES 


O A. defende a remocaéo completa do 
disco herniado ou degenerado atravez uma 
exposicao correta entre as laminas. Em 
alguns casos de afeccao tipica de um disco 
existe compressao de nervo no antebraco, 
fato que explica a persisténcia da dor apos 
a excisaéo do disco. Pensa o A. que a des- 
compresséo do citado nervo poderia ser 
obtida pela exposicao do canal interverte- 
bral. 

A fusao primaria é defendida nos casos 
em que existe uma longa historia de dor 
lombar ou nas pernas e naqueles em que 
0 diagnéstico radiolégico ou operatorio 
evidencia a indicacao cirirgica desse mé- 
todo. Pensa o A. que a fusdo interverte- 
bral é a operacao de escolha. Numa limi- 
tada serie de casos a técnica do duplo 
“dowel” prévio para fusdo dos corpos ver- 
tebrais mostrou-se muito boa porque, em 
maos do A., reduzio a hospitalizacao, os 
cuidados pds-operatorios e o periodo de 
imobilizagéo, Pacientes com profissdes das 
mais pesadas puderam retornar ao trabal- 
ho em seis apés a operacéo; um doente 
que era secretario de um prelado poude 
retornar ao trabalho depois de trés meses. 

A técnica exige preciséo na enxertia 
éssea pela adaptacao e fixac&o corretas do 
enxérto autogeno que é, por sua natureza, 
mais pesadas puderam retornar ao trabal- 
javel de um contacto por compressao na 
osteogénese é alcancado nesse tipo de fusao 
ossea. 
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A perda de sangue é minima porque a 
incisio da area doadora é muito pequena 
e pode ser sutura facil e rapidamente. O 
sangramento entre as perfuracées verte- 
brais é muito discreto e o “dowel” quando 
colocado no orificio e mantido em posicao 
previne 0 sangramento excessivo. 

A mobilizacgéo precoce é devida, em 
parte, 4 seccéo das fibras dolorosas do 
ligamento longitudinal] anterior no periodo 
em que 0 disco herniado é excisado. 


CONCLUSIONES 


Se advoca la extirpacién completa del 
disco herniado o degenerado con una ex- 
posicién adecuada entre las laminas. 


En algunos casos de enfermedad muy 
marcada de un disco, hay también com- 
presién nerviosa en los agujeros, lo cual 
explica la persistencia del dolor después 
de la extirpacién del disco. Se advoca que 
dicho nervio debe decomprimirse descub- 
riendo el canal intervertebral. 

La fusiédn primaria se advoca en los 
casos en los que hay una larga historia de 
dolor en la espalda 6 en los miembros 
inferiores y en aquellos en los que haya 
evidencia radiol6gica u operatoria de in- 
estabilidad, que hagan justificable este 
procedimiento. La opinién de los autores 
es que la fusién intervertebral de los cuer- 
pos es el procedimiento de eleccién. 

En una serie limitada de casos, la téc- 
nica de fusién intervertebral de los cuer- 
pos con injerto doble previamente ajustado 
ha dado los mejores resultados en sus 
manos, resultando una considerable reduc- 
cién en el periodo postoperatorio, tiempo 
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de hospitalizacién y tiempo de inmoviliza- 
cién. Pacientes con trabajos pesados han 
vuelto a su ocupacién seis meses después 
de la operacién. Una paciente, oficinista, 
volvié a su empleo al final de tres meses. 

La técnica recomendada es injerto 6seo 
con aproximacién cuidadosa de hueso 
autégeno, el cual por su naturaleza es mas 
apto para “pegar” que otro injerto menos 
adecuado. El efecto deseable del contacto 
con compresién en osteogénesis se utiliza 
en este tipo de fusién. 

La pérdida de sangre es minima porque 
la incisién del sitio donador es muy pe- 
quefia y puede cerrarse rapidamente. La 
hemorragia a través de los orificios de 
trepanacién entre las vértebras es muy 
poca y cuando se coloca el injerto y se fija 
en posicién, evita la hemorragia excesiva. 
La movilizaci6n temprana se cree posible, 
en parte, por la seccién de fibras del dolor 
en el ligamento longitudinal anterior 


cuando se extirpa el disco herniado. 
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ing supravaginal or supracervical 

hysterectomy is more difficult than 
when the uterus is present for orientation 
during abdominovaginal bimanual palpa- 
tion. Usually, a cystic mass on either side 
of the fundus uteri is considered an ova- 
rian cyst. When the uterus is palpable it 
is usually not difficult to differentiate the 
left ovary from the right. In the presence 
of a large cystic mass, the uterus may be 
displaced to the opposite side. If there is 
a large cystic ovarian mass in the cul de 
sac, it may be difficult to detect which 
ovary is involved. A history of a previous 
oophorectomy is not to be overlooked as a 
key to the remaining ovary. 

In dealing with the question of ovarian 
cyst in a patient who has undergone hys- 
terectomy, the diagnosis may be difficult. 
A cystic mass in the cul de sac or in a 
supravaginal position is most likely to be 
ovarian in origin. The absence of the 
uterus, the most important landmark in 
the diagnosis of adenexial masses, causes 
one to make a presumptive diagnosis of 
ovarian cyst. Cystic masses may be aspi- 
rated safely by the transvaginal route as 
described by Steadman,' provided the cys- 
tic mass is fixed to the vagina by adhesions 
or is wedged so that it cannot be dislodged 
by bimanual palpation. One must be sure 
that the bowel and bladder are not punc- 


~ Submitted for publication Oct. 27, 1956. 


T HE diagnosis of ovarian cyst follow- 


tured. Colpopuncture complications result- 
ing from puncture of the intestine with a 
small gauge needle are rare. The wound 
usually seals at once, and inflammatory re- 
action is mild. The vagina must be ster- 
ilized with phisoderm or phisohex and 
water, followed by a solution of tincture 
of zephiran or tincture of merthiolate. 

The material obtained may be exceed- 
ingly helpful in making an accurate pre- 
operative diagnosis. Is the material old 
blood, as with hemorrhagic cyst or endo- 
metriosis; pus, as with suppurative oopho- 
ritis; mucoid material, as with pseudomu- 
cinous cystadenoma or pseudomucinous 
cystadenocarcinoma; serous fluid, or other 
than any of these? Is the mass benign or 
malignant? If benign, treatment may be 
delayed. If malignant, radical and vigor- 
ous treatment must be instituted at once. 

Never aspirate an ovarian cyst trans- 
abdominally and only transvaginally as in 
cases described above because of possible 
contamination of peritoneal cavity with 
malignant cells. 

Hysterosalpingographic study is often a 
valuable aid in the diagnosis of ovarian 
cyst but is denied in the cases under dis- 
cussion. If an ovarian cyst is present and 
the uterus lacking, it is possible to take 
roentgenograms in the following circum- 
stances: 

1. The ovary or cyst wall contains de- 
posits of calcium. 
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2. Dermoid cysts containing bone or 
teeth are present. 


3. Some radiopaque material is intro- 
duced into the cyst after aspiration. 


This article is concerned with the last- 
mentioned condition. After aspiration of 
the fluid from the cyst, ethiodol is injected 
into the cyst and roentgenograms are 
taken — anterior-posterior, lateral and 
oblique views. This is not recommended 
when pus has been aspirated. It is inter- 
esting to locate the cyst in relation to the 
bladder, so the bladder is filled with 20 per 
cent skiodan and the pelvic roentgeno- 
grams are taken again. Now the size and 
location of the cyst and its relation to the 
bladder may be known, 


Robbins,? Marr and Portman’ and Snow! 
have described the diagnosis of ovarian 
cysts by cystograms and bimanual palpa- 
tion (abdominovaginal). 


REPORT OF CASE 


Mrs. H. W., a 47-year-old white woman, had 
been married twenty-eight years. She had 
had 4 pregnancies, resulting in 4 living chil- 
dren. Catamenia began when the patient was 
12 years old and was regular until a hysterec- 
tomy was performed. Her past illnesses con- 
sisted of the usual childhood diseases, pneu- 
monia in childhood, disease of the gallbladder 
fifteen years prior to this examination and a 
duodenal ulcer from 1938 to 1943 and in 1945. 
Recently she had suffered indigestion with 
gallbladder and colon disease. 

The surgical history included an appendec- 
tomy in 1945 and a hemorrhoidectomy in 1953. 
A complete hysterectomy and right oophorec- 
tomy were performed on Aug. 4, 1955. The 
diagnosis was chronic cervicitis with squa- 
mous metaplasia, late secretory endometrium 
and corpus luteum cyst of the right ovary. 

The present illness began about the first of 
April, 1956, with pain in the pelvis, a feeling 
of fullness, shooting pains down the legs, diz- 
ziness and nausea. The patient was first ex- 
amined on April 2. A cystic mass approxi- 
mately 10 by 12 cm. was palpated through the 
vagina, posterior and to the left. On April 
20 the mass and previous symptoms were 
present. The former was easily palpated. 
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. 1.—A, roentgenogram of ovarian cyst with 
ethiodol used as contrast medium. B, anteropos- 
terior roentgenogram of ovarian cyst injected 
with ethiodol and bladder partly filled with 20 
per cent skiodan solution. C, lateral view of B, 
showing relation of bladder to ovarian cyst. 


Fig 


There was no fever and very little tenderness. 
Fifty cc. of dark bloody material, as observed 
in endometrial ovarian cysts, was aspirated by 
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Fig. 2.—A, gross specimen in case of chronic 
oophoritis (ovarian abscess). Fallopian tube 
(chronic salpingitis) appears to be present. B, 
opposite view of A, showing defect in wall of cyst. 


means of a 19-gauge needle and syringe. The 
patient expressed a feeling of great relief. 
Ten days later, 10 cc. of fluid was aspirated. 
The temperature was normal, and the symp- 
toms had subsided. On May 4, 150 ec. of dark 
brown-to-black material was aspirated and 
studied for tumor cells. No abnormal cells 
were observed in the specimen sent to the 
laboratory. It consisted mostly of blood cells, 
suggesting endometriosis (chocolate cyst). 
The patient’s temperature was normal. At 
this visit, 100 cc. of ethiodol was injected 
into the cyst cavity and anterio-posterior and 
lateral roentgenograms were taken (Fig. 1 
A). Then 100 ce. of 20 per cent skiodan was 
injected into the urinary bladder via catheter. 
The same views were taken to show the re- 
lation of the cyst to the urinary bladder (Fig. 
1, B and C). At the patient’s next visit, on 
May 7, 100 cc. of the cyst material was re- 
moved. The temperature was 98.8 F. and the 
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hemoglobin level 81.6 per cent. The patient 
complained of pain in the back, frequency of 
urination and dysuria. A catheterized speci- 
men of urine proved to be loaded with pus. 
Treatment consisted of the administration of 
AZO-gantrisin and penicillin. When the pa- 
tient returned, four days later, 100 cc. of 
fluid was again removed, and at least 150 cc. 
additional fluid drained out through the va- 
gina. A temperature of 99.4 F. and pain in 
the lower part of the abdomen were present 
on May 14. The pelvic mass was much smaller 
and was firm and pronouncedly tender. The 
diagnosis was oophoritis, probably resulting 
from transvaginal contamination. Phisoderm 
and water, plus tincture of merthiolate, were 
used in a vaginal preparation for colpopunc- 
ture. The patient responded well to injections 
of streptomycin and penicillin every twenty- 
four hours. 

It was thought wise to postpone surgical in- 
tervention until the infection had been over- 
come. When the symptoms of acute infection 
had been absent for several weeks, the pa- 
tient was eager to have the operation per- 
formed. The mass was smaller by two-thirds 
its original size, probably because of the re- 
peated aspirations of its contents. Slight 
tenderness was still present. 

On June 6 the patient was admitted to the 
Georgia Baptist Hospital, with the diagnosis 
of left ovarian cyst. The chief complaint was 
pain and pressure in the lower part of the 
abdomen. The patient was in no visible distress. 
A routine physical examination revealed her to 
be essentially normal except for a slightly 
tender mass firmly attached to the vaginal 
vault, detectable by bimanual (abdomino-vag- 
inal) palpation. In contrast to the cystic 
consistency of the larger mass prior to aspira- 
tion and inflammatory reaction, the mass was 
firm. Its size was estimated at about 8 by 9 
cm. Laboratory reports revealed no abnor- 
mality except an elevated sedimentation rate 
of 103 mm. per hour. Since the patient showed 
no other signs of infection, however, inter- 
vention was not canceled. 

The operation was performed on June 7, 
with the patient under general anesthesia 
(sodium pentothal, nitrous oxide, cyclopro- 
pane, anectine and oxygen). After the usual 
preparation and draping of the patient in a 
supine position, with a Foley catheter in the 
bladder, a midline incision was made extend- 
ing from the symphysis to 2 cm. above the 
umbilicus on the right. The abdomen was 
entered in layers, and bleeders were tied as 

















VOL. XXVII, NO. 2 


encountered. The pelvis was explored and the 
absence of the uterus, right tube and ovary 
was confirmed. The left ovarian cyst, which 
had been previously drained through the cul 
de sac, was collapsed. Numerous inflammatory 
changes were present, and the cyst was firmly 
bound to the cul de sac. It was freed from 
the peritoneum and the adjacent sigmoid by 
blunt dissection. The infundibulopelvic liga- 
ment was then clamped, cut and doubly ligated 
with No. 0 chromic catgut. The raw peritoneal 
surface bleeders were ligated and the area 
packed with oxycel gauze. The omentum ad- 
herent to the anterior peritoneum was resected, 
and the peritoneum was closed with No. 00 
atraumatic continuous chromic catgut. The 
fascia was closed with interrupted No. 00 plain 
catgut and the skin with interrupted No. 3-0 
black silk. The urine was clear after the op- 
eration. The patient tolerated the procedure 
well and left the operating room in apparent 
good condition. 

The report of the pathologist, G. L. Forbes, 
Jr., M.D., was as follows: ‘“Tubo-ovarian ab- 
scess, old, inactive. The specimen (Fig. 4) 
consists of a rather firm, irregularly shaped, 
greyish blue tumor mass. The surface is ir- 
regularly shaped and on section is greyish 
brown. Under microscopic examination the 
sections show portions of a tumor. They are 
composed of dense collagenous tissue showing 
both tubular and ovarian structures entrapped 
in dense connective tissue. There are focal 
areas of fairly active granulation tissue for- 
mation, with obliteration of the normal epi- 
thelium of the fallopian tube. There is no 
evidence of malignant change.” 

Streptomycin and penicillin were given post- 
operatively. Recovery was uneventful, and the 
temperature never reached 100 F. There was 
no evidence of inflammatory reaction in the 
pelvis. The patient was discharged on June 17 
with a healed wound, and the sutures were 
removed on the eighth postoperative day. She 
was examined at the office on August 11, in 
perfect health and free from all symptoms. 


COMMENT 


In the case here reported, aspiration of 
the contents of the cystic mass gave imme- 
diate symptomatic relief and also offered 
an excellent clue to the diagnosis. The fact 
that the aspirated fluid was old blood sug- 
gested endometrial or hemorrhagic ova- 
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rian cyst. A _ pathologic diagnosis of 
endometriosis of a chocolate cyst is made 
but rarely. The inflammatory reaction fol- 
lowing repeated aspirations probably ob- 
scured the true nature of the ovarian cyst 
containing blood. In the author’s opinion 
the scar tissue would have become rather 
firm and dense if not removed, thus mak- 
ing later removal of the mass from the 
rectum and sigmoid colon difficult and 
uncertain. 

Infection followed the repeated aspira- 
tions even though every aseptic precaution 
had been taken. It is suggested that only 
one aspiration be done and that, if it is 
deemed advisable, a roentgenogram be 
taken at the same time—but only in the 
absence of pus. Colpotomy is the treat- 
ment of a pelvic abscess, ovarian or other- 
wise in origin. In every case, the material 
obtained should be studied especially for 
tumor cells in the laboratory. Cultures 
should be made if infection is present. 

After careful consideration, the actual 
diagnosis in the case reported was prob- 
ably endometrial cyst (chocolate cyst) of 
the left ovary. 


SUMMARY AND CONCLUSION 


A case of posthysterectomy ovarian cyst 
is presented. Material for study and de- 
termination of preoperative diagnosis is 
obtained by transvaginal aspiration. The 
empty cavity is filled with a contrast me- 
dium (ethiodol) and roentgenograms are 
taken. The bladder is filled with skiodan, 
and roentgenograms are taken to show the 
relation of the cyst to the urinary bladder. 
This has some practical value but may 
carry more academic interest. 

The possible complications of transvag- 
inal aspiration are discussed, and the ad- 
vantages of preoperative colpotomy and 
roentgen study of the cyst cavity are 
pointed out. The preinflammatory cystic 
mass is compared with the inflammatory 
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tumor mass, extirpated and sent to the 
pathologist. 


RESUME ET CONCLUSIONS 


L’auteur présente un cas de post-hysté- 
rectomie (kyste ovarien). Le matériel 
d’analyse pour le diagnostic pré-opératoire 
est obtenu par aspiration transvaginale. 
La cavité est remplie au moyen d’un pro- 
duit de contraste (thiodol) et l’on pratique 
des roentgenogrammes. Des roentgeno- 
grammes de la vessie remplie de “kiodan” 
montrent les rapports entre le kyste et la 
vessie. Ces examens ont une certaine va- 
leur pratique, mais ils semblent plutét pré- 
senter un intérét académique. 

L’auteur discute les complications pos- 
sibles de l’aspiration trans-vaginale, et 
énumére les avantages de la colpotomie et 
de l’étude radiologique de la cavité kys- 
tique. La masse kystique pré-inflamma- 
toire est comparée a la masse inflamma- 
toire kystique, elle est extirpée et envoyée 
au pathologiste. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird iiber einen Fall von nach 
yebirmutterresektion auftretender Eier- 
stockszyste berichtet. Durch transvaginale 
Ansaugung wird Material zur Unter- 
suchung und zur Erlangung einer praéope- 
rativen Diagnose gewonnen. Die entleerte 
Hohle wird mit einem Kontrastmittel 
(Ethiodol) gefiillt, und Réntgenaufnah- 
men werden angefertigt. Die Harnblase 
wird mit Skiodan gefiillt und ebenfalls 
einer R6éntgenuntersuchung unterzogen, 
um die Beziehungen der Zyste zur Harn- 
blase zu bestimmen. Dies mag vielleicht 
von mehr akademischem Interesse sein, 
hat aber auch einen gewissen praktischen 
Wert. 

Die méglichen Komplikationen der 
transvaginalen Punktion werden erdrtert, 
und die Vorziige der prioperativen Kol- 
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potomie und der Réntgenuntersuchung 
der Zystenhéhle werden hervorgehoben. 
Die prainflammatorische zystische Masse 
wird mit der entziindlichen Geschwulst 
verglichen, entfernt und dem Pathologen 
zur Untersuchung iiberwiesen. 


SUMARIO E CONCLUSOES 


O A. apresenta um caso de cisto do ova- 
rio pdéshisterectomia. O material para 
estudo e diagnéstico pre-operatério foi 
obtido por aspiracaéo transvaginal. O en- 
chimento da cavidade com contraste (Eth- 
iodol) permitio o exame radiografico. A 
bexiga foi distendida com iodon permitin- 
do o exame radiografico demonstrar a re- 
lagéo do cisto com esse orgéo do sistema 
urinario. Tal exame tem algum valor pra- 
tico porem maior interesse academico. 

A possivel complicacéo devida a aspira- 
cao transvaginal é apresentada pelo A. 
que tambem discute e salienta as vanta- 
gens da colpotomia e exame radiografico 
da cavidade cistica. A massa tumoral pre- 
inflamatoria é comparada com a tumoracao 
inflamatoria e, depois de extirpadas sao 
submetida a exame pelo patologista. 


RESUMEN Y CONCLUSIONES 


Se presenta un caso de quiste del ovario 
posthisterectomia. Material para estudio 
y para diagnoéstico preoperatorio se ob- 
tienen por aspiracién transvaginal. La ca- 
vidad vacia se llena con un medio de con- 
traste. La vejiga se llena con Iodan y se 
toman radiografias para demostrar la re- 
lacién del quiste con la vejiga urinaria. 
Esto tiene algun valor pratico pero es mas 
de interés académico, 

Se discuten las posibles complicaciones 
de la aspiracién transvaginal y las ven- 
tajas de la colpotomia preoperatoria y 
estudio radiolégico de la cavidad del quiste. 


La masa quistica pre inflamatoria se 
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compara con la masa tumoral inflamatoria, 
se extirpa y se envia al patélogo. 
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No one would wish to return to the brief and hard life, the smells and squalor, of 
a medieval city; but the fact remains that the men of those times were able to take 
pride in producing, by their own skill, works of the highest quality and beauty . . . 
Which all boils down to saying that they had certain incentives which are lacking to- 


day. Or, if you prefer alternative definitions, they had motives, provocations, or 
spurs, that roused them to live their short lives fully. What were these motives? 
Firstly, as already noted, life was brief and uncertain, death came readily to the 
young as well as to the old, and “men feared death as children fear the dark.” Sec- 
ondly, work was a natural thing. As Francis Bacon said, in his Advancement of 


Learning, “But men must know, that in this theatre of men’s life it is reserved only 


for God and angels to be lookers on.” Thirdly, skill was an essential, and “He that 
hath not the craft let him shut up the shop” to quote an ancient proverb. Most im- 
portant, the standard of workmanship was judged by fellow-craftsmen, for “a work- 
man is known by his work.” Finally, the numbers of people were relatively small, and 


life was lived in common, whether in town or village. 


It will be noted that I have omitted the greatest incentive of all, the spiritual; not 
because I do not believe in it, but because no amount of academic discussion will 


replace it if it has been lost. 
-—Banks 





Extraperitoneal Cesarean Section 
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‘ OW sim the use of antibiotics, the 
simpler transperitoneal cesa- 
rean section will replace the 

extraperitoneal operation.” 

These words are a verbatim quotation 
of a prophecy published in 1951 by Green- 
hill, a man whose opinions, via the Year 
Book, probably reach more practitioners 
who deliver babies than do the opinions of 
any other authority in the field. 

This prophecy may come true, as most 
of Greenhill’s gynecologic predictions do. 
In this year of 1957, however, the proph- 
ecy has not yet been completely fulfilled. 
Even though more and better anti-infec- 
tious agents are available, the increasing 
resistance of common pathogenic organ- 
isms to currently available antibiotics sug- 
gests that the anti-infectious drugs may 
not forever remain the panaceas they are 
now considered. 

Cartwright? recently reported the re- 
sults of a questionnaire-survey comprising 
476 obstetricians on the Pacific coast. The 
fact that a reply was received from over 
90 per cent of these specialists indicates a 
lively interest in the question, “Do you 
use an extraperitoneal cesarean technic?” 
Significantly, almost half use the technic 
in selected cases. Of additional significance 
is the fact that almost half of those who 
do not use the procedure have never per- 
formed any type of extraperitoneal sec- 
tion. 

Many obstetric authorities are convinced 
that the antibiotics have solved the prob- 
lem of maternal mortality and serious 
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morbidity following transperitoneal deliv- 
ery in cases of infection. I remain uncon- 
vinced, since convincing proof could come 
only from a statistically significant num- 
ber of operations of both types, performed 
by the same surgeon on frankly infected, 
not just potentially infected persons, with 
antibiotics used in both types of operation 
and, most importantly, with an extraperi- 
toneal technic as simple and safe as pos- 
sible. The few significant comparative 
studies that have been reported have in- 
volved an extraperitoneal technic which, 
although it has become relatively simple 
to the practiced hand of the expert who 
especially interested himself in it, remains 
technically difficult and hazardous for the 
average gynecologic surgeon, 

Aside from the prevention of infectious 
peritonitis, a conspicuous feature in any 
comparison of the transperitoneal and 
extraperitoneal technics, is the freedom 
from postoperative discomfort and disten- 
tion when the peritoneal cavity is unopen- 
ed. The relatively smooth postoperative 
course following extraperitoneal section is 
striking and deserves much more empha- 
sis in the literature than it receives. Such 
a postoperative course is entirely logical 
and to be expected when the peritoneal 
cavity is spared contamination by air, 
blood, amniotic fluid, meconium and bac- 
teria. 

In my own opinion, the principle of 
extraperitoneal approach has sufficient 
merit to justify a continued search for a 
simpler and safer technic than those cur- 
rently in use. 

The relatively safe modern procedures 
for regional anesthesia confer an opportu- 
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Fig. 1—A, the location of the catheter (dotted line), which delineates the bladder margin, is not 


visible but is always palpable. B, the bladder dome is displaced downward by blunt dissection. The 
initial stage of the dissection is facilitated by stabilizing the peritoneum in an upward direction. 


nity to carry out a surgical procedure that 
may take somewhat longer than usual 
without jeopardy to mother or baby. In 
these circumstances one is reasonably free 
to acquaint himself with the various pos- 
sible extraperitoneal approaches to select 
the one he prefers and then to familiarize 
himself with his choice. Accordingly, I 
have settled upon a technic which, although 
it involves no new principle, is not exactly 
identical with any other procedure of 
which I am aware. 

I shall not relate here the detailed his- 
tory and evolution of extraperitoneal sec- 
tion, which has been amply recorded in 
many places. The ultimate objective of 
all extraperitoneal technics is to obtain 
sufficient exposure of the infraperitoneal 
area of the anterior lower uterine segment 
and cervix to allow, with facility and 
safety, the delivery of the baby, the con- 


trol of bleeding and the repair of the uter- 
ine incision that has been made below the 
level of the peritoneal reflection. Such 
exposure necessitates mobilization of the 
bladder. Freeing and mobilizing the blad- 
der without jeopardizing its integrity or 
that of the ureters or the peritoneal sac 
has presented the major problem. Because 
the bladder is less intimately bound down 
laterally than it is fundally and a cleavage 
line is obtained with reasonable facility in 
the paravesical area, this approach offers 
the line of least resistance and has been 
used extensively. This unilateral mobiliza- 
tion of the bladder, however, with its sub- 
sequent retraction to the opposite side, is 
frequently accompanied by serious injury 
to the urinary tract and insufficient expo- 
sure for delivery and repair. 


My experience indicates that freeing the 
bladder in its fundal area with caudad 
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retraction subsequently, entails a much 
lessened risk of trauma to the vital areas 
of the urinary tract and produces adequate 
exposure for delivery and repair. In this 
type of supravesical approach the difficulty 
of establishing a cleavage line at the vesi- 
eal fundus will vary directly with the 
intimacy of attachment by a variable num- 
ber of thin fascial laminations. The diffi- 
culties of dissection here, however, will 
also vary indirectly with the degree of 
accuracy with which the margin of the 
vesical dome can be constantly identified. 

I have observed that the margin of the 
bladder can be constantly identified by pre- 
operative insertion into the urethra of a 
No. 16 French catheter to a depth of about 
three-quarters of its length. The catheter 
will lie in a coil in the bladder and serve 
as an indicator of its entire peripheral 
margin. 

After the abdominal layers have been 
incised longitudinally down to the trans- 
versalis fascia, the margin of the vesical 
dome is easily identified by palpation of 
the indwelling catheter. By blunt dissec- 
tion of the anchoring fascial laminations 
the dome may be freed from the perito- 
neum with increasing facility as one’s ex- 
perience increases. After one is familiar 
with this area, the dome dissection may be 
initiated by delicate fascial division with 
the scalpel tip; then the gauze-covered in- 
dex finger of one hand stabilizes the peri- 
toneum in an upward direction while the 
vesical dome is freed by blunt dissection 
downward with the gauze-covered finger 
of the other hand. The dissection is begun 
in the midline, and, after the dome has 
been freed in the plane of the posterior 
muscularis, posterior dissection from 
above downward proceeds easily. After 
the bladder has been completely freed 
posteriorly it is retracted caudad with a 
curved bladder retractor, and sufficient 
exposure is thereby attained to open the 
lower cervical area transversely below the 
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peritoneal reflection and to proceed there- 
after as in the conventional transperito- 
neal operation. 

I prefer to open the uterus by finger 
separation of the muscle fibers from the 
midline laterally. I have found it helpful 
to place a traction suture at each lateral 
angle of the uterine incision and another 
in the midline of the lower lip of the in- 
cision before extracting the fetal head 
with forceps. The lower lip may drop deep 
into the pelvis after the uterus is emptied 
and be difficult to retrieve. The emptied 
uterus is closed with two layers of contin- 
uous catgut. The bladder is gently laid 
back over the lower segment, in its normal 
position, without anchoring sutures. The 
retrovesical space may be drained, al- 
though I have not used drainage in most 
cases because frank preoperative infection 
has not been present. The fascia and the 
superficial abdominal] layers are closed in 
the usual manner. 

The attractive features of this technic 
are (1) the procedure, at no stage, involves 
a distended bladder, which is more easily 
ruptured or traumatized than a collapsed 
one; (2) the hitherto difficult dissection 
of the vesicoperitoneal juncture is facili- 
tated by the placement of an indwelling 
catheter, coiled in such a manner as to de- 
lineate the bladder margins sharply, and 
(3) the-risk of trauma is confined to the 
vesical fundus, which heals with relative 
ease. 

The major features of the technic are 
delineated in Figures 1 and 2. 

The criteria for selection of 31 cases in 
which I have used this technic follow no 
very logical pattern, for the simple reason 
that I was investigating not only the tech- 
nic itself but my ability to carry it out in 
a variety of circumstances. In most of the 
31 cases a reasonably long labor (twenty- 
four hours or more) had existed before 
operation, and ruptured membranes had 
been present for a considerable time. In 
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Fig. 2.—A, the entire posterior surface of the bladder is freed. The anterior lower uterine segment 


is adequately exposed below the readily visible peritoneal reflexion. B, entire bladder held caudad 
beneath the bladder retractor. The exposed lower uterine segment is opened transversely below the 
peritoneal reflexion. 


every case there was, in my opinion, a 
clear-cut indication for cesarean section. 

In only 1 case was frank infection pres- 
ent. Spinal anesthesia was used in every 
case. The peritoneum was accidentally 
opened in 4 cases—the first, second, fourth 
and eighth in the series. There were no 
immediate or delayed complications refer- 
able to the urinary tract. The first 15 pa- 
tients were given prophylactic antibiotics ; 
the last 16 were not. All but 1 had a tech- 
nically afebrile postpartum course. In the 
first 2 cases a retention catheter was used 
electively for forty-eight hours after de- 
livery. In 4 other cases single catheteri- 
zation was necessary once only. In the 
remaining 25, postoperative voiding was 
spontaneous and adequate. 


Before I used preliminary traction su- 
tures at the lateral angles of the uterine 


179 


incision, lateral extension occurred in 1 
case, with profuse bleeding that was diffi- 
cult to control. This patient, afebrile pre- 
operatively, had been given a blood trans- 
fusion before leaving the operating room. 
Her case is the only one in which there 
was a technically febrile puerperium. The 
temperature was elevated on the second, 
third and fourth postoperative days. There 
were no local complications, and the pa- 
tient was discharged on the seventh post- 
operative day. A total operating time of 
seventy-nine minutes was required. If this 
case is eliminated, the average operating 
time was fifty minutes, the shortest time 
being thirty-five minutes and the longest 
(the first case in the series) sixty-five 
minutes. 

Most of these 31 patients were ambula- 
tory within thirty-six hours or less. The 
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average postoperative stay in the hospital 
was seven and one-half days, the longest 
being fifteen days (for a patient with a 
postpartum psychosis). The largest child 
delivered weighed 9 pounds (4,082 Gm.) ; 
the smallest was premature and weighed 
43, pounds (2,154.5 Gm.). In the latter in- 
stance there had been placenta praevia and 
no labor. My only excuse for the extra- 
peritoneal procedure in this case is that it 
was experimental, and I learned that I 
could get quite adequate exposure and that 
hemostasis was not difficult. The child, 
plus all other babies in this series, sur- 
vived. 

Each patient in this series was examined 
six weeks post partum. No postoperative 
sequelae in any of the cases has come to 
my attention, either at that time or since 
the examination. 

On 4 of these patients I have performed 
subsequent transperitoneal sections elec- 


tively, with no significant abnormalities. 
A “repeat” extraperitoneal procedure of 
this type would be difficult but, if it were 
feasible, it would be highly desirable. As 
has been mentioned, one of the striking 
features in these cases was the relatively 


comfortable postoperative course. I am 
convinced that the patients were less dis- 
turbed by this procedure than by a trans- 
peritoneal operation, with or without anti- 
biotics. 

Referring again to the original question 
as to whether the frankly infected patient 
who requires abdominal delivery can be 
handled just as safely by a transperitoneal 
operation plus antibiotics as by an extra- 
peritoneal technic, I must admit that my 
limited experience with this uncontrolled 
series reveals nothing conclusive. I get a 
suggestion, however, from a review of the 
records of the last 31 transperitoneal low 
cervical sections which I performed elec- 
tively on patients who had no labor and 
who were delivered under spinal anesthe- 
sia with prophylactic antibiotic therapy. 
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I find that each of 5 patients in the 
transperitoneal group had a technically 
febrile puerperium, the criterion being a 
temperature of 100.4 F. on any two post- 
operative days. Of the patients in the ex- 
traperitoneal series, thirty of whom had 
preliminary labor, in 7 cases exceeding 
forty-eight hours, only 1 patient was tech- 
nically febrile. Moreover, on a more rigid 
criterion of elevation of the postoperative 
temperature to 100.4 F. on any single ob- 
servation, I note that in the transperito- 
neal group 12 patients had such a single 
rise. This contrast, I believe, is significant 
and supports my contention that the extra- 
peritoneal technic, as herein described, 
lessens the consequent physiologic dis- 
turbance. 

Despite these advantages, it would seem 
clear that this technic should not be used 
routinely for all primary sections. Direct 
inspection of the intra-abdominal organs 
and determination of the indication for 
surgical treatment thereof is frequently 
desirable but precluded by the extraperito- 
neal approach. Then, too, it would be un- 
wise to use this technic in any case in 
which operative speed was necessary in 
the interests of either mother or baby. 

It is important to use an anesthetic that 
does not narcotize the fetus, because, with 
any extraperitoneal technic, considerable 
time elapses from the beginning of the 
operation until delivery of the child. 

On the other hand, some extraperitoneal 
technic that eliminates peritoneal contam- 
ination and minimizes surgical shock 
should be included in the resources of 
every obstetric specialist, who will find it 
advantageous in certain selected cases in 
which there is frank infection or the pa- 
tients are poor surgical risks. In spite of 
marked improvement in general obstetric 
care, the specialist is certain to be called 
into consultation on the occasional poorly 
managed case of infected disproportion. 
In such cases the antibiotic drugs are in- 





VOL. XXVII, NO. 2 


dicated most certainly. However, if ab- 
domina] delivery is indicated for the in- 
fected patient, why risk peritoneal con- 
tamination if an extraperitoneal technic 
involves no significantly greater hazard 
than does vaginal delivery? Rutherford® 
has aptly compared such a risk to the wil- 
ful opening of the door to a burglar simply 
because one’s community has a good police 
force. 

Every trainee should receive guided ex- 
perience in some extraperitoneal technic. 
As to the technic described, I have found 
it heartening and a little embarrassing to 
observe how readily an intelligent senior 
resident masters the procedure. 


SUM MARY 


A technic of extraperitoneal cesarean 
section is described. A series of 31 women 
were delivered by this technic, which util- 
izes a true supravesical approach to a 
collapsed bladder, whose margins are iden- 
tified by an indwelling catheter. The pro- 
cedure is relatively simple to perform and 
free from complications. The results ob- 
tained in this small series are compared, 
on the basis of clinical impression only, to 
the results of transperitoneal sections per- 
formed by the same surgeon. 

The technic is commended to the sur- 
gical profession for more extensive trial 
and evaluation. 


ZUSAM MENFASSUNG 


Es wird eine Technik des extraperito- 
nealen Kaiserschnittes beschrieben. Das 
Verfahren, mit dessen Hilfe eine Reihe 
von Frauen entbunden wurde, sieht einen 
echten supravesikalen Zugangsweg auf die 
kollabierte Blase vor, deren Abgrenzung 
durch einen Verweilkatheter bestimmt 
wird. Die Methode lasst sich verhaltnis- 
massig einfach ausfiihren und weist keine 
Komplikationen auf. Die an der vorliegen- 
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den kleinen Serie von Fallen erzielten Re- 
sultate werden auf Grund des rein klin- 
ischen Eindrucks mit denen der von 
demselben Chirurgen ausgefiihrten trans- 
peritonealen Kaiserschnitte verglichen. 

Die Technik wird der Arzteschaft zur 
weiteren Anwendung und Auswertung 
empfohlen. 


SUMARIO 


Um técnica de cesariana extraperitoneal 
é descrita pelo A. Numa serie de 31 casos 
de partos por essa tecnica foi utilizado o 
verdadeiro acesso supravesical para as 
ptoses vesicais; as margens da bexiga sdo 
identificadas por um cateter. O método é 
relativamente simples e livre de compli- 
cacdes. Os resultados obtidos nessa serie 
curta sio comparados sob o ponto de vista 
clinico, aos resultados de cesarianas trans- 
peritoneais executadas pelo mesmo cirur- 
giao. 

A técnica é recomendade aos cirurgiées 
para uma experiencia e avaliacio mais 
amplas. 


RESUME 


Une technique de césarienne extrapéri- 
tonéale est décrite, que l’auteur a exécutée 
dans 31 cas. II utilise la voie d’approche 
supravésicale (collapsus vésiculaire) ; les 
bords de la vessie sont identifiés au moyen 
d’un catheter. La méthode est relative- 
ment simple et sans complications. L’au- 
teur en compare les résultats a ceux ob- 
tenus dans les cas ow il a pratiqué la sec- 
tion transpéritonéale, et cette technique 
lui semble digne d’intérét. 


RIASSUNTO 


Viene descritta una tecnica di taglio 
cesareo extra-peritoneale, che fu usata in 
31 casi. Questa tecnica si vale di una via 
di accesso sopra-vescicale, a vescica vuota, 
i cui limiti sono identificati per mezzo di 
un catetere. I] metodo é di semplice esecu- 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS ° 


zione e senza complicanze. I risultati cosi 
ottenuti sono stati paragonati con quelli 
ottenuti dallo stesso chirurgo col metodo 
classico. Sembra augurabile una pit’ am- 
pia applicazione di questo metodo. 


RESUMEN 


Se describe una técnica de cesdrea ex- 
traperitoneal. En una serie de 31 casos 
en los cuales el parto se efectu6é por esta 
técnica, que ultiliza una via puramente 
supravesical a una vejiga colapsada, los 
margenes de la cual se identifican por me- 
dio de un catéter intravesical. El procedi- 
miento es relativamente simple y libre de 
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complicaciones. Los resultados obtenidos 
en esta pequefia serie se comparan con 
base, solo en impresi6n clinica, a los resul- 
tados de cesareas transperitoneales efec- 
tuadas por el mismo cirujano. 

La técnica se presenta a la profesién 
quirtrgica para mas extensas pruebas y 
evaluacion. 
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. . . I proposed to go immediately . . . to spend some time in the Hospitals . . . 
I have now studied the Theory of medicine & have likewise been taught every thing 
upon the Practice which can be learned in a College. I have also seen some real 
Practice & have even practiced a little myself. But all this is not enough. I should be 
thoroughly acquainted with the real Practice & this is a thing very different from 
what can be learned in a College; thus for instance we are taught by our Professors 
that if a sick person breathes with great difficulty, one thing must be done; if his 
respiration is yet more laborious, another, But How shall we judge of the nice 
degrees of laborious breathing unless from a dayly & familiar acquaintance with, & 
study of, the appearances and looks of Patients &. Most young Physicians neglect 
this essential point of their art in their education & very often acquire it when they 
come to Practice at the expense of their patients’ safety. 


—Black 











still unsolved. Each year more facts 

are brought together, and it is rea- 
sonable to hope that the real solution of 
the problem is near—at least in the fore- 
seeable future. 

Malignant tumors in children and in 
pregnant women should be studied and re- 
corded carefully. Carcinoma of the colon 
in pregnancy is a rare condition, and every 
case should be reported. The most com- 
mon colonic location in pregnancy is the 
rectum and sigmoid. Only 1 case could be 
found in the literature in which the tumor 
was located above this region. This was 
reported by Waters and Fenimore, under 
the title “Perforated Carcinoma of the 
Cecum in Pregnancy.”! The patient’s age 
was 37. 

A case was reported by Finn and Lord? 
in which a tertipara aged 31 had complete 
obstruction. At operation an annular car- 
cinoma of the sigmoid portion of the colon 
was observed. After a decompression 
transverse colostomy the carcinoma was 
resected and an end-to-end anastomosis 
made. The patient survived three opera- 
tions—colostomy, resection and closure of 
the colostomy. 

DerBrucke® of Brooklyn, in an article 
“Intestinal Obstruction Due to Malignancy 
Complicating Pregnancy,” reported 2 
cases. In the first a primipara aged 23 


Ts serious problem of carcinoma is 
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She 


complained of severe constipation. 
was seven and one-half months pregnant. 
Roentgen study revealed pronounced dis- 
tention of intestinal loops, mostly of the 


small bowel. The large intestine was 
filled with gas to the sigmoid portion of 
the colon and terminated at this point. 
Labor was induced, and a live boy weigh- 
ing 2,100 Gm. was delivered. Subsequently 
a Mikulicz procedure was done, and the 
patient died eight hours later. Autopsy 
and specimen confirmed the presence of 
adenocarcinoma of the sigmoid portion of 
the colon. 

In DerBrucke’s second case a tertipara 
aged 36 was six months pregnant. Acute 
obstruction developed, and at operation a 
carcinoma was observed in the sigmoid 
flexure, with metastasis to the omentum. 
Biopsy of the omentum showed adenocar- 
cinoma. After cecostomy the patient went 
downhill. She died two months later, 


REPORT OF AN ADDITIONAL CASE 


On Dec. 22, 1953, a primipara aged 24, at 
the full term of pregnancy, was admitted to 
Woman’s Hospital for delivery. The patient’s 
mother stated that during the last six weeks 
of pregnancy the patient’s constipation had 
increased noticeably. She was first given pet- 
rolagar and liquid petrolatum, followed by 
milk of magnesia and finally by epsom salts 
and castor oil. She had finally resorted to the 
use of enemas. After her admission to the 
hospital the labor pains disappeared, but the 
abdomen was distended with gas. Three days 
later she was discharged. She was readmitted 
on December 26, in genuine labor. Spinal an- 
esthesia was induced, and a living boy weigh- 
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Fig. 1—A, examination of the colon after a birium enema shows stoppage of barium at the 

splenic flexure. Double contrast air studies were done and air was forced through the remainder of 

the colon, moderately expanding the cecum (B). With this evidence a preoperative diagnosis of in- 
testinal obstruction at the splenic flexure was made and operation was performed. 


ing 5 pounds and 1 ounce (2,268 Gm.) was 
delivered. After delivery the patient became 
distended and began to vomit. A soapsuds 
enema gave no results, and no gas was passed. 
Laboratory tests revealed an erythrocyte 
count of 3,840,000 per cubic millimeter of 
blood, with 78 per cent hemoglobin. The blood 
pressure was 120 systolic and 80 diastolic. 


Surgical consultation was secured and 
roentgen study ordered. A flat plate of the 
abdomen was taken. The _ roentgenologist, 
R. Thompson, interpreted the flat plate as in- 
dictating paralleling and distention of the 
loops of small bowel. The stomach was mod- 
erately distended (Fig. 1). 

Operation.—On exploration, under continu- 
ous pontocaine fructose spinal anesthesia, the 
abdomen was observed to be much distended, 
and an obvious carcinoma of the splenic flexure 
was present. The glands in the mesenteric 
leaf of the colon were large and firm. The 
colon proximal to the obstruction was large 
and filled with fluid feces. The appendix was 
large—almost the size of an index finger. It 
was considered that decompression could best 
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be secured by a stab wound appendicostomy. 
A No. 22 French catheter was_ inserted 
through the tip of the appendix into the colon, 
and suction was immediately applied. A large 
quantity of fecal material was drained off 
and resection was then possible. Most of the 
transverse portion of the colon, the splenic 
flexure and the descending portion were re- 
sected and lateral anastomosis was performed 
by interrupted silk technic. 

The convalescence after this operation was 
uneventful, but because of the metastasis to 
the large nodes and the invasion of the pan- 
creas it was the impression that the patient 
would not be permanently cured. 

Pathologic Report (Dr. Benjamin Kline*). 
—Gross: “The specimen consists of about 8 
inches of the colon from region of splenic 
flexure (Fig. 2). About 2% inches from one 
end and 4% inches from the other there is a 
hard mass about 8 cm. long, involving the wall 
of the bowel and regional adipose and pan- 
creatic tissues. On incision of the bowel, the 
lumen in the involved area is considerably 


*Director of Pathology, Woman’s Hospital. 
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Fig. 2—Gross specimen (see text). 


stenosed, in places little more than several 
millimeters in diameter. The mucosa in a con- 
siderable portion of the thickened contracted 
wall is intact. There is, however, an area of 
ulceration, in an area about 2.75 cm. The ul- 
ceration continues into the muscle for a small 
distance only, except in one portion about 1.5 
cm. in diameter, where there is a pocket about 
1 cm. deep. This portion is continuous with 
the thickening of the regional adipose tissue 
and tail of the pancreas. Just beyond the most 
stenotic portion, the colonic mucosa is poly- 
poid, one portion about 1.25 cm. by 1 cm. the 
mucosa throughout dusky red. The annular 
thickening of the wall in the involved area is 
about 1 cm. thick. The serosa is thickened 
granular and whitish. On section of the 
thickened adipose tissue and the tail of the 
pancreas the tissue is hard and white, with 
opaque yellow areas; no lobulated pancreatic 
tissue is recognizable. This mass continues at 
3 cm. from the lumen of the bowel and for a 
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distance of about 6 cm. Attached to the speci- 
men there is a large portion of the omentum. 
Several enlarged regional lymph nodes are 
present in the involved wall, largest about 1 
cm. in diameter. 

“Microscopic: Section of four portions of 
the lesion show anaplastic adenocarcinomatous 
tissue involving all coats of the colon, with 
superficial ulceration and extension through all 
coats into the regional adipose tissue (Fig. 3). 

“In one section there is a mass of pancre- 
atic tissue 1 cm. in its greatest diameter, with 
neoplastic tissue reaching to but not into the 
pancreatic tissue. The neoplastic units vary in 
type from adenomatous to solid cylinders to 
strands and in places to solitary cell units of 
the signet ring type (Fig. 4A). 

“In places the neoplastic tissue extends be- 
low the intact mucosa for a distance of 1 cm. 
Four additional sections show its extension 
for more than 1 cm. from the outer muscular 
coat, irregularly through the adipose tissue 
and, in places, directly into the lymph nodes, 
partially or completely replacing these struc- 
tures (Fig. 4B). 


Fig. 3.—Microscopic section showing adenomatous 
tissue involving all coats of colon (see text). 
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“Final Diagnosis: Anaplastic adenocarci- 
noma of the colon and splenic flexure, 8 cm. in 
its_greatest diameter, with extension through 
all coats and regional adipose tissue. Regional 
metastases (several nodes and numerous nod- 
ules) .” 

On May 23, 1954, the patient was readmitted 
with a history of vomiting. Roentgen study 
showed evidence of some obstruction of the 
small bowel. A Levine tube and mineral oil 
brought about an improvement, and the pa- 
tient was discharged. She was readmitted on 
June 28, with a history of vomiting and loss 
of weight. Roentgen study revealed obstruc- 
tion of the small bowel. She was reoperated 
on, and it was noticed that the tumor had me- 
tastasized to the small intestines, causing 
obstruction in the terminal portion of the 
ileum. An ileotransverse enteroanastomosis 
was done for relief of the obstruction. The 
patient was discharged after convalescence but 
was readmitted on September 15, emaciated 
and vomiting. She died on October 8, almost 
ten months after resection of the carcinoma 
of the splenic flexure. 

Comment on the Case——The abnormal 
bowel habits of pregnant women are fa- 
miliar. Many have pains in the abdomen, 
usually due to ordinary constipation or to 
prenatal contractions of the uterus. Many 
have increasing constipation, and as the 
fetal head settles into the inlet of the pel- 
vis the constipation may become worse, so 
that the cathartics the patient relies on 
must be increased. One should be alert to 
the story that each month the constipation 
is increasing, with gas and nausea and 
vomiting. If this occurs one must suspect 
an organic lesion, and roentgen studies 
must be made regardless of the pregnancy. 


It is interesting to note that Boehme 
and Hanson‘ observed 1,457 proved ma- 
lignant tumors of the colon in the follow- 
ing locations: the cecum, 6.5 per cent; the 
ascending portion of the colon, 3.3 per 
cent; the hepatic flexure, 2.9 per cent; the 
transverse portion of the colon, 4.5 per 
cent; the splenic flexure, 2.4 per cent; the 
descending portion of the colon, 3.9 per 
cent; in the sigmoid, 12.4 per cent; in the 
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Fig. 4.—A, microscopic section showing various 
types of neoplastic units. B, direct invasion of 
lymph nodes in some areas (see text). 


rectum, 63.2 per cent, and in the anus, 0.6 
per cent. 

It is apparent, therefore, that carcinoma 
appears most often in the rectum, and this 
is the site at which carcinoma of the colon 
occurs most commonly during pregnancy. 


In 73 cases of pregnancy reported in the 
world literature with mention of malig- 
nant disease, the lesion occurred above the 
rectum and sigmoid in only 1. Our case is 
the first to be reported in which the splenic 
flexure was the tumor site, and our patient 
was the second youngest woman in whom 
carcinoma during pregnancy occurred in 
the colon above the rectum. 
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SUMMARY 


Statistical study shows that the location 
of cancer of the colon is the same whether 
the patient is pregnant or not pregnant. 

A careful history of the changing bowel 
habits in pregnancy will help in making 
an earlier tentative diagnosis and a final 
confirmed diagnosis of carcinoma of the 
colon, so that early definitive treatment 
may be instituted. 

The authors report the second proved 
case in which carcinoma of the colon was 
observed above the sigmoid colon and the 
first in which it occurred in the splenic 
flexure. The patient is the second young- 
est pregnant woman whose case appears in 
the literature with the diagnosis of ana- 
plastic adenocarcinoma of the colon above 
the rectum. 


RIASSUNTO 


Studi statistici hanno dimostrato che la 
localizzazione del cancro del colon é la 
tessa, indipendentemente dallo stato di 
gravidanza o meno della paziente. Una at- 
tenta inchiesta sulle modificazioni della 
funzione intestinale in corso di gravidanza 
potra aiutare nel tentativo di fare una 
diagnosi precoce, in modo di poter pit 
precocemente istituire una terapia appro- 
priata. 

Gli autori descrivono il secondo caso 
documentato in cui si osservd un carci- 
noma del colon localizzato al di sopra del 
sigma e il primo della flessura splenica. 
Tale paziente é la seconda per eta giova- 
nile fra le gravide il cui caso é descritto 
nella letteratura come affetta da adeno- 
carcinoma del colon al di sopra del retto. 


RESUME 


Les statistiques montrent que la locali- 
sation du cancer du colon est la méme 
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chez les femmes enceintes ou non. Une 
anamnése précise des modifications des 
réactions intestinales durant la grossesse 
permet une tentative de diagnostic plus 
précoce du carcinoma du colon qui, s’il est 
confirmé, fera bénéficier les malades d’un 
traitement radical également précoce. 

Les auteurs rapportent le second cas 
avéré de carcinome du colon situé au-dessus 
du sigmoide, et le premier cas dans lequel 
il fut observé dans l’angle splénique, II 
s’agit de la deuxiéme femme gravide la 
plus jeune mentionnée dans la littérature 
avec le diagnostic d’adénocarcinome ana- 
plastique du colon, au-dessus du rectum. 


ZUSAM MENFASSUNG 


Statistische Untersuchungen ergeben 
keinerlei Unterschiede hinsichtlich des 
Dickdarmkrebses, ob es sich um schwan- 
gere oder nichtschwangere Patientinnen 
handelt, 


Eine sorgfaltige Beobachtung der Stuhl- 
gewohnheiten wahrend der Schwanger- 
schaft verhilft zu einem friihzeitigen Ver- 
dacht und friiherer Erkennung und Be- 
statigung und folglich auch zu rascherer 
Einleitung energischer Behandlung eines 
Dickdarmkarzinoms. 

Die Patientin, iiber die hier berichtet 
wird, stellt den zweiten nachgewiesenen 
Fall eines Dickdarmkrebses oberhalb des 
Sigmoideums und den ersten in der Flexura 
lienalis beobachteten dar. Sie ist die zweit- 
jiingste schwangere Frau in der Literatur, 
bei der die Diagnose eines anaplastischen 
Adenokarzinoms des Dickdarms oberhalb 
des Rektums gestellt wurde. 


SUMARIO 


Estudo estatistico mostra que a locali- 
zacao do cancer do colo é a mesma quer se 
trate de paciente gravida ou nao. Uma 
cuidadosa historia das modificacées intesti- 
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nais durante a gestacao auxiliam a uma 
tentativa precoce de pensar no diagnéstico 
levando a uma confirmagao final de car- 
cinoma de tal forma que um tratamento 
precoce se torne possivel. 

Os AA. demonstram a existéncia de um 
segundo caso em que 0 carcinoma do colon 
foi observado acima do sigmoide e o pri- 
meiro achado em que se situara no angulo 
esplenico. A paciente citada é a segunda 
de idade tao jovem em que é feito o.diag- 
néstico de adenocarcinoma anaplastico do 
colo acima do reto conforme citagao da 
literatura consultada. 


RESUMEN 


Estudios estadisticos, demuestran que 
la localizacién del cancer del colon es la 
misma en pacientes embarazadas y no em- 
barazadas. 

Una historia cuidadosa respecto a los 
cambios de habitos intestinales durante el 
embarazo ayudan a hacer un diagndstico 
tentativo y un diagndstico final de confir- 
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macién de carcinoma del colon, para que 
un tratamiento temprano y definitivo 
pueda instituirse. 

Los autores reportan el segundo caso 
comprobado en el cual el carcinoma del 
colon se observ6 por encima del colon sig- 
moide y el primero en quien ocurrié en el 
angulo esplénico. La paciente es la se- 
gunda en menor edad, en mujeres embara- 
zadas, que aparece en la literatura con 
diagnéstico de adenocarcinoma anaplas- 
tico del colon por encima del recto. 
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Discovery reveals new knowledge, but the new vision which accompanies it is not 
knowledge. It is Jess than knowledge, for it is a guess; but it is more than knowl- 
edge, for it is a foreknowledge of things yet unknown and at present perhaps even 
inconceivable. Our vision of the general nature of things is our guide for the inter- 


pretation of all future experience. 


—Polanyi 
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The Surgeon’ s Role in Geriatric 


Female Endocrinology 


WILLIAM H. MASTERS, M.D., D.A.B. 
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OR years the physiologic phenomena 
Fes aging have remained mysteries to 

the medical profession. Since defini- 
tive surgery is reaching certain insur- 
mountable barriers and medical under- 
standing and treatment of infectious and 
metabolic processes are most effectively 
defined, it is only natural that investiga- 
tive attention should be directed toward 
fields as yet undefined, such as those asso- 
ciated with the degenerative aging proc- 
ess in the human being. These attempts 
inevitably fall short of delineating effec- 
tively the physiologic basis for senile types 
of physical and mental involution. 

There is great variation in age at the on- 
set of the basic problems of mental and 
physical senility. As a corollary, there is 
also great variation in the rate of progress 
of any involutionary process, once physical 
or mental degeneration has gained a “toe- 
hold.” Fundamentally, the delineation of 
a third sex, or “neutral gender,” compris- 
ing all former males and females who have 
reached an average age of 60, has been an 
attempt to provide the medical profession 
with a yardstick by which to recognize or 
measure the progress of senile involution. 

It is certainly true that degenerative 
activity is well established in certain per- 
sons before the menopausal age, and also 
that the climacteric provides for both the 
male and the female an effective milestone 
for the empiric delineation of degenera- 
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tive activity. If the basic approach—the 
provision of definitive supportive therapy 
for all members of the “neutral gender” — 
is ultimately accepted by the medical pro- 
fession, a major step will have been taken 
in protecting the individual elderly person 
against the inroads of mental and physical 
senility. 

It is important to emphasize, at the on- 
set of this discussion, that surgical cas- 
tration is a major step on the road to senile 
involution. An example of this vexing 
problem is elective oophorectomy in the 
woman over 40 who is undergoing an indi- 
cated hysterectomy. A definite position 
must be taken by surgical specialists with 
regard to postoperative care after elective 
oophorectomy. The answer to these prob- 
lems may well be found in a more funda- 
mental knowledge of the aging processes. 

One of the keys to aging lies within the 
influence of the glands of internal secre- 
tion. The multiple processes of organic 
function, growth and retrogression are 
either fundamentally stimulated or con- 
trolled by the endocrine chain. The pitui- 
tary, adrenals, thyroid, pancreas and 
gonads are individually responsible for 
phases of growth and function of the vari- 
ous organ systems. It is, therefore, vital 
to consider in detail the function potential 
of the entire humoral system during the 
degenerative or aging phases of the human 
body. As the functional potential of the 
individual members of the endocrine sys- 
tem are defined, delineation of a third sex, 
or “neutral gender,” and the physiologic 
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significance of its existence, will become 
evident. 

During the past four years an amazing 
amount of evidence has accumulated to 
support the contention that the weak link, 
or “Achilles heel,” of the entire endocrine 
system is represented by the gonads. The 
individual endocrine glands are mutually 
dependent on interglandular stimulation 
for relatively balanced secretory activity. 
The influence of the pituitary is of major 
import to the target gland, but receptivity 
to pituitary stimulation depends on a 
healthy balance of mutual stimulation 
among the remaining endocrine glands. It 
is easy to understand, therefore, a gener- 
alized involution of secretory activity 
when one member of the chain completely 
fails to satisfy the metabolic demands of 
body economy. 

The basic function potential of the indi- 
vidual members of the endocrine system 
should be emphasized. Albert! has de- 
scribed the reserve potential of the pitui- 
tary gland of the aging person. His con- 
tention has been supported by evidence 
from this laboratory, which emphasizes 
the fact that the pituitary gland, even in a 
man or woman aged 80, is capable, under 
proper stimulative conditions, of the nor- 
mal secretory activity of a middle-aged 
person. According to Starr,® the thyroid 
gland will develop normal secretory activ- 
ity in persons of advanced age, presuming 
that adequate pituitary stimulation is 
present. Certainly Gallagher*® and Tyler* 
have made evident the tremendous reserve 
potential of the adrenal glands during the 
declining years. Both have expressed the 
opinion that the adrenal is not only the 
most active endocrine gland in the aged 
person but that, in proper circumstances, 
it will secrete its basic steroids at a rate 
expected for persons in the 40-year age 
group. As early as 1940, the effective 
secretory activity of the pancreas in the 
aged person was described by Meyer.’ It 
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would seem, therefore, that the gonads 
deserve a thorough inspection as possible 
causative agents of the endocrine imbal- 
ance associated with the aging process. 

It is of paramount importance to bear 
in mind that the gonads have two major 
functions in body economy: (1) reproduc- 
tion and (2) steroid secretion. The first is 
the shorter-lived of the two functions. Al- 
though vital to the preservation of the 
race, reproductive function represents, in 
all honesty, only a minimal amount of total 
gonadal activity, even during the young 
adult years. The second, and actually the 
primary, function of gonadal activity is 
the secretion of the sex steroids, estrogen, 
progesterone and testosterone, which are 
vitally important in carbohydrate metab- 
olism, protein storage, creatinine metabo- 
lism and even the regulation of storage 
and the excretion of various electrolytes 
(Kochakian*). One must be primarily 
concerned with these basic functions of 
gonadal activity in body economy at vari- 
ous ages. 

From a purely surgical point of view, 
need there be concern with any unfortu- 
nate metabolic aftermath to oophorectomy ? 
This question should most certainly be 
answered in the affirmative. It is decidedly 
incumbent upon the surgeon who performs 
an oophorectomy to protect the patient 
against the metabolic imbalances resulting 
from the withdrawal of sex steroids on 
any permanent basis. 

It cannot be emphasized too strongly 
that the type of long-range steroid protec- 
tion suggested in the last few years is in 
no sense a primary attempt to protect any 
person, male or female, against the symp- 
toms of a surgical or physiologic meno- 
pause. True, if one surgically castrates a 
40-year-old woman, the usual symptoms as- 
sociated with the immediate postoperative 
period, such as hot flashes, occipital head- 
aches, extreme nervousness and lassitude, 
are to be avoided if at all possible. In 
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the past, the school of “let them rough it 
out” has had in its favor the obvious fact 
that many such castrated patients may 
have few symptoms of steroid withdrawal. 
It is also true that if there is an immedi- 
ate postoperative storm due to the with- 
drawal of steroids, it may be of short 
duration. The basic mistake of the pro- 
ponents of this starvation approach is that 
they are obviously concerned only with 
controlling menopausal symptoms. They 
make no attempt to treat the physiologic 
body economy or to protect the patient 
after the operation, against the statisti- 
cally established’? rapid onset of multiple 
degenerative disease processes. 


Presuming that the vital concerns of 
adequately maintained steroid economy 
are accepted by the medical profession, 
surgery is still on the horns of a dilemma. 
Should all possible effort be made to pre- 
serve apparently normal ovarian tissue, 
even in a patient 60 years old, at the 
time some other indicated operation is 
performed? This is really an unsolved 
problem. The question highlights two op- 
posite schools of thought as to elective 
oophorectomy after the essential decline 
of gonadal reproductive function. 

In the past the rationale of elective 
oophorectomy was the well established fact 
that roughly 1 out of every 100 women 
past the age of 40 will die of ovarian can- 
cer. In an attempt to combat this threat, 
elective oophorectomy was recommended 
whenever surgical opportunity arose. 

At the meeting of the American College 
of Obstetricians and Gynecologists in De- 
cember 1955, Griffith® presented the argu- 
ments for retaining ovarian tissue when- 
ever surgically conceivable. He pointed 
out effectively the postmenopausal role of 
ovarian tissue in protein and carbohydrate 
metabolism and the obvious sex steroid 
protection against senile diabetes and 
atherosclerosis. In women who had under- 
gone bilateral oophorectomy it was noted 
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by Wuest, Dry and Edwards® that by the 
age of 50 a degree of coronary atheroscle- 
rosis had developed that was not reached 
by a control] age group until after the sev- 
entieth year. These authors, describing 
ten-year groups, observed an incidence of 
severe coronary atherosclerosis from 10 to 
45 per cent higher in oophorectomized 
women than in controls. The aforemen- 
tioned interrelation of the ovaries with 
other members of the endocrine chain was 
also emphasized by these writers to 
strengthen further the argument for re- 
tention of apparently normal ovarian tis- 
sue, regardless of the age of the operative 
patient. 

Although there is no question of the 
vital role played by the sex steroids in the 
aging person’s basic physiologic condition, 
there is much room for argument as to the 
efficacy of elective oophorectomy. In brief, 
evidence now suggests that it is perfectly 
possible to maintain adequate physiologic 
body economy after a routine elective 
oophorectomy by means of modern steroid 
replacement technics. Since the weapons 
to combat the unfortunate results of sex 
steroid starvation are now available, there 
should be no hesitation to perform elective 
resection of ovarian tissue that has lost its 
reproductive significance. Thus, protection 
against carcinoma of the ovary is avail- 
able without prejudice to body economy. 

The rationale of the theory in favor of 
“puberty-to-grave” sex steroid support is 
the complete conviction that steroid sup- 
port is of vital concern throughout the 
aging span of human existence. The com- 
bination technics recently described,’® em- 
ploying an androgen-over-estrogen ratio 
of 20:1; have successfully answered the 
steroid replacement demand. This type of 
replacement therapy can certainly be in- 
stituted after elective oophorectomy, even 
at the age of 40, as well as after a physio- 
logic menopause at the age of 50. Econom- 
ically these technics have come within the 
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range of virtually the entire population of 
the United States, owing to mass produc- 
tion of the combined steroid medication 
by the various pharmaceutical houses. 
Physiologically there is no longer any 
question as to the efficacy of replacement 
technics. At present there is no humoral 
reason for leaving ovarian tissue after re- 
productive function has been destroyed. 
The “neutral gender” may be obtained 
either surgically or physiologically and 
treated with equal effectiveness, regard- 
less of the point of origin. It is incumbent 
upon the surgeon who explores the female 
pelvis, however, to protect the patient dur- 
ing the remainder of her postoperative 
years. Once this demand for postoperative 
protection has been completely accepted by 
the medical profession, patients will be 
guaranteed more physiologically efficient 
lives. This responsibility must be accepted 
by those who remove ovarian tissue sur- 


gically as well as those who contend with 
the medical complaints arising from the 
normal] physiologic aging processes. 


SUMMARY 


Elective oophorectomy in patients over 
the age of 40 should be undertaken by sur- 
geons who explore the female pelvis for 
operative pathologic change. It is incum- 
bent upon the surgeon to provide his pa- 
tient with long-range protection from the 
physiologic imbalance resulting from sur- 
gical ablation of the sex steroids, as well 
as the short-lived storm of the menopausal 
syndrome. This responsibility is effec- 
tively met now that adequate weapons for 
protection of the patient are available to 
the medical profession. 


RIASSUNTO 


I chirurghi che intervengono sulla pelvi 
femminile in malate che abbiano superato 
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eta di 40 anni devono praticare |’ovariec- 
tomia elettiva. E’, inoltre, dovere del 
chirurgo dare alla sua paziente adeguata 
protezione contro lo squilibrio ormonico 
conseguente alla soppressione chirurgica 
degli steroidi sessuali come pure contro la 
burrasca della sindrome menopausale. 

Questa responsabilita é tanto pil sentita 
oggi che il medico ha a sua disposizione 
adeguate misure per la protezione delle 
pazienti contro tali eventi. 


RESUME 


L’oophorectomies de choix chez les mala- 
des de plus de 40 ans devrait étre pra- 
tiquée par des chirurgiens examinant le 
pelvis 4 la suite de modifications patho- 
logiques. Il incombe au chirurgien d’as- 
surer a ses malades une protection de 
longue durée contre le déséquilibre physi- 
ologique résultant de l’ablation chirurgi- 
cale des stéroides sexuels, cela grace aux 
produits de la pharmacopée moderne. 


ZUSAMMENFASSUNG 


Der Chirurg, der explorative Opera- 
tionen wegen krankhafter Verinderungen 
im weiblichen Becken ausfiihrt, sollte bei 
ausgewahlten Kranken von iiber 40 Jahren 
eine Resektion der Eierstécke vornehmen. 
Es ist seine Aufgabe, die Patientin vor den 
durch Ausfall der Geschlechtshormone 
entstehenden Stérungen des physiologi- 
schen Gleichgewichts zu schiitzen und ihr 
die stiirmischen Erscheinungen der Meno- 
pause zu erleichtern. 

Es stehen dem Arzt heute ausreichende 
Mittel zur Erfiillung dieser Forderung zur 
Verfiigung. 


SUMARIO 


A ovariectomia em pacientes de idade 
acima dos 40 s6 deveria ser realizada de 
forma seletiva pelos cirurgides capacitados 
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a efetuar a explorac&o da pelvis feminina 
por indicacao de lesées diversas. 

E da responsabilidade do cirurgiao pro- 
porcionar as suas pacientes um longo 
prazo de estabilidade funcional em face 
ao desequilibrio condicionado pela extir- 
pacaéo dos esteroides sexuais assim como 
protegelas das crises da menopausa. 

Tal responsabilidade se torna mais efe- 
tiva, presentemente, porque é possivel dis- 
por de grandes recursos de terapéutica 
médica moderna. 


RESUMEN 


La ooforectomia electiva en pacientes 
mayores de 40 anos debe ser emprendida 
por cirujanos que exploran la pelvis feme- 
nina por cambios patolégicos. Depende 
del cirujano proveer a su paciente de una 
proteccién duradera contra el desequilibrio 
resultante de la ablacién quirtirgica de los 
esteroides sexuales, asi como de la corta 
tormenta del sindrome menopausico. 

Esta responsabilidad esta adecuada- 
mente cubierta ahora que las armas nece- 
sarias para la proteccién de la paciente 
estan disponibles para la profesi6n médica. 
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The splitting of the medical profession into the atoms of specialties has brought 
great progress and developed supreme skills, but it is time to put the puzzle together 
once more, for the emergence of the supra specialist, the competent practitioner who 
can treat and likes to treat the patient as a whole and not merely as so many cases 
of this or that. 


—Homburger 
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as those that exist simultaneously in 

the uterus and outside it. They are 
extremely rare, and careful study of the 
literature, both by myself and by the De- 
partment of Obstetrics and Gynecology of 
the University of Mississippi has revealed 
only 13 recorded cases in which the preg- 
nancy went to term and the child was de- 
livered. 


tor ED pregnancies are described 


REPORT OF CASE 


Mrs. R. K., a primipara, aged 23, was stud- 
ied by antepartum checking in various army 
hospitals until she was approximately six 
months pregnant. At this time she was seen 
by me for routine antepartum check. All meas- 
urements were normal, and no abnormality 
was elicited at this examination. The weight 
had increased from 115 pounds (52.1 Kg.) to 
133 pounds (60.3 Kg.). External palpation of 
the uterus showed it to be symmetrically 
enlarged. 

The patient was followed at routine inter- 
vals of three weeks, and her only unusual com- 
plaint was of more than normal abdominal 
discomfort and mild edema of both feet. The 
blood pressure, urine and heart action con- 
tinued normal. On May 14, 1956, a roentgeno- 
gram of the abdomen revealed two well-de- 
veloped fetuses, one a cephalic presentation 
and the other apparently in a transverse posi- 
tion, with the head resting under the border 
of the liver. At this time there still was no 
indication of the condition actually present. 
Because of the unusual location of the second 
fetus, the patient was hospitalized and another 
film taken. It was reported as essentially like 
the one taken earlier. 
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The patient was checked at intervals of two 
weeks instead of three, and, except for mild 
edema of both legs, no abnormality was re- 
vealed. It was therefore surmised the usual 
type of multiple pregnancy existed. 

On June 23 the patient again presented her- 
self, with more than usual abdominal pain 
and discomfort. At this time, under sterile 
conditions, a vaginal examination was done. 
To my great.surprise I could neither palpate 
nor visualize the uterine cervix. Posteriorly, 
the vaginal vault was smooth throughout. My 
first thought, of course, was the possibility of 
congenital atresia of the cervix. Consultation 
was obtained, however, and my consultant 
agreed that neither of us knew what we were 
dealing with! In retrospect it was easy to see 
that the abdominal pregnancy had pushed the 
cervix in an anterior direction, so that it could 
not be palpated under the symphysis pubis. 
We did, however, agree that normal labor 
could not take place in this patient, and opera- 
tive intervention was decided upon. 

On June 23, fifteen days prior to term, a 
classic cesarean section was done. With the 
patient under pentothal and cyclopropane an- 
nesthesia, a left muscle-splitting incision was 
made. The uterus was opened in the classic 
manner, and a normal, spontaneously crying 
infant was delivered. There was no other 
baby in the uterus. The incision was there- 
fore enlarged, and. a large membraneous sac 
resembling a second uterus was encountered. 
The left tube and ovary overlying the sac ap- 
peared normal. Upon opening this sac we rec- 
ognized a primary abdominal pregnancy. A 
normal girl was delivered; she appeared larg- 
er than the intrauterine baby. This child 
also cried spontaneously upon delivery. 

The placenta was attached over the lateral 
surface of the uterus, the sigmoid portion of 
the colon and the abdominal portion of the 
aorta at the point of bifurcation of the iliac 
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arteries. By careful dissection it was removed 
almost in toto, only an extremely small portion 
remaining over the left iliac artery. All raw 
surfaces were peritonized, and the abdomen 
was closed in layers. 

The attending pediatrician expressed the 
opinion that the development and condition of 
the babies were so good that no incubation or 
special attention was needed. The weight of 
the intrauterine baby was 4 pounds and 6 
ounces (1,984 Gm.) and that of the intra- 
abdominal was 4 pounds and 15 ounces (2,693 
Gm.). Both were girls. 

The mother’s postoperative course was 
smooth, with no elevation of temperature be- 
yond 100 degrees. Both mother and infants 
were discharged from the hospital on the 
eighth day and have progressed normally 
since. 


SUMMARY 


A case is reported in which simultaneous 
abdominal and intrauterine pregnancies 
existed in a 23-year-old primipara. The 
patient was delivered by cesarean section, 
and the intrauterine fetus proved normal 
and healthy. Since there was no other 
fetus within the organ, the incision was 
enlarged, revealing a membranous sac re- 
sembling a second uterus. This was rec- 
ognized as primarily an abdominal preg- 
nancy. The sac was opened and a second 
normal child delivered, crying sponta- 
neously. Both infants were girls. No in- 
cubation was required for either, and the 
mother also did well. All three were dis- 
charged from the hospital in good condi- 
tion on the eighth day after the’ birth. 


ZUSAM MENFASSUNG 


Es wird iiber einen Fall von gleichzeitig 
bestehender uteriner und Bauchschwan- 
gerschaft bei einer 23jarigen Erstge- 
barenden berichtet. Die Entbindung er- 
folgte durch Kaiserschnitt, und es fand 
sich in der Gebarmutter ein normaler und 
gesunder Foétus. Da kein zweiter Fétus 
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im Uterus war, wurde der Einschnitt ver- 
langert, und es zeigte sich ein membranar- 
tiger Sack, der einer zweiten Gebairmutter 
ahnelte. Es stellte sich heraus, dass es sich 
um eine primare Bauchschwangerschaft 
handelte. Der Sack wurde eréffnet, und 
ein zweites normales Kind, das spontan zu 
schreien begann, wurde entbunden. Keines 
der Kinder erforderte Unterbringung im 
Brutofen, und das Befinden der Mutter 
war gut. Die Entlassung der Mutter und 
beider Kinder erfolgte in gutem Gesund- 
heitszusstand am achten Tage nach der 
Entbindung. 


RESUME 


L’auteur rapporte un cas de grossesse 
a la fois abdominale et intra-utérine chez 
une primipare de 23 ans. La césarienne 
a montré un foetus intra-utérin normal. 
L’incision fut élargie et fit apparaitre un 
sac membraneux contenant un _ second 
foetus normal, criant spontanément. La 
mére et les deux nouveaux-nés ont pu 
quitter l’hépital en bonne santé huit jours 
aprés la naissance. 


RIASSUNTO 


Viene riferito un caso di gravidanza ad- 
dominale e intrauterina simultanea in una 
donna primipara di 23 anni. La paziente 
fu sottoposta a taglio cesareo: il feto in- 
trauterino era vivo e normale, ma poiché 
non vi era alcun altro feto nell’utero la in- 
cisione fu allargata rivelando un sacco 
membranoso simile ad un altro utero. Si 
trattava di un’altra gravidanza, ma in sede 
addominale. Anche questo sacco venne 
aperto e conteneva un feto vivo, che si 
mise subito a piangere. Non fu necessaria 
la incubatrice, e anche la madre stava 
bene, cosicché furono dimessi tutti tre 
dall’ospedale dopo 8 giorni. 
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SUMARIO 


Comunicacgaéo de um caso em que co- 
existiram gravides abdominal e intra- 
uterina numa primipara de 23 anos de 
idade, O parto foi feito por cesariana e 0 
feto intra-uterino permaneceu normal e 
sadio. Porque nao existia outro feto 
dentro do utero a inciséo foi alargada 
revelando a presénca de um saco mem- 
branoso que se parecia com um segundo 
iitero. Foi reconhecido primariamente co- 
mo uma prenhés abdominal. O saco foi 
incisado e uma segunda crianca normal 
nasceu, gritando expontaneamente. Nao 
foi necessério incubadora e a progenitora 
passou bem. Todos trés tiveram alta do 
hospital no oitavo dia em boas condicées. 
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RESUMEN 


Se reporta un caso de embarazo abdomi- 
nal e intrauterino simultaneos en una 
primipara de 23 afios. El parto se efectué 
por cesaérea y el feto intrauterino se en- 
contr6é normal y sano. Como no habia 
otro feto adentro del é6rgano, se amplié la 
incisién, revelando un saco membranoso 
semejando un segundo utero. Esto se re- 
conocié como un embarazo abdominal 
primariamente. El saco se abrié y un se- 
gundo nifio se dio a luz, llorando esponta- 
neamente, no se necesit6 incubacién para 
ninguno de los dos y la madre también se 
recuper6 bien. Los tres se dieron de alta 
del hospital en el octavo dia después del 
parto, en buenas condiciones. 


I chanced on a time when, by reason of the multitude that were hurt, I wanted 
this oyle. Now because there were some few left to be dressed, I was forced—so 
that I might seem to want nothing, and that I might not leave them undressed—to 
apply a digestive made of the yolk of egg, oyle of roses and turpentine. I could not 
sleep all that night, for I was troubled in minde; and I feared that the next day I 
should find those whom I had not dressed with the scalding oyle dead, or at the 
point of death, by the poison of the wound. Therefore, I rose early in the morning; 
I visited my patients, and, beyond expectation, I found such as I had dressed with 
the digestive only free from vehemence of paine; but on the contrary the others 
that were burnt with the scalding oyle feverish and tormented; and the parts around 


their wounds were swolne. 


—Pareé 
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Injuries of the Small Bones 


JAMES R. REGAN, M.D., F.A.C.S., F.I.C.S. 
MILWAUKEE, WISCONSIN 


HE seeming lack of attention paid to 
"[  srsettes of the small bones, both by 

the general public and by the practic- 
ing physician, appears to be linked up with 
the modern trend toward speed and use of 
mechanical devices. The use of metals, 
it is assumed, has played an important and 
integral part in management of fractures. 
Their introduction into the treatment of 
fractures of the small bones is an effort to 
maintain and hasten the healing of the 
fracture. 

Although this may be true in certain 
cases, the general use of pins, screws or 
wires in the treatment of these fractures 
is to be decried. A plea is made for a return 
to the conservative approach. In my own 
opinion, the use of internal] fixation in the 
treatment of these fractures often gives 
rise to a false sense of security, whereas 
conservative treatment in most instances 
brings about the desired functional result. 

Impatience on the part of both the pa- 
tient and the surgeon is often a factor in 
a poor or only moderately successful result. 
The treatment of injuries of the small 
bones requires the combined efforts of 
both ; both must have patience, since these 
fractures heal slowly and close attention 
must be paid to certain anatomic and phys- 
iologic details. 

Unfortunately they are often treated with 
little attention to proper evaluation of the 
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muscular action, the functional position of 
the hand, the proper mode of reduction, the 
proper type of immobilization, the time 
necessary for solid osseous union to occur, 
the reaction of tissues to trauma at the 
time of injury and, finally, the rehabilita- 
tion of the part. Poor results can be traced 
to the following errors in treatment: (1) 
Inadequate or improper anatomic knowl- 
edge; (2) Impatience, either on the part of 
the patient or on that of the surgeon, and 
(3) Inability to recognize complications 
and to prepare for certain sequelae. 

Most surgeons are endowed with suffi- 
cient native ingenuity to make use of the 
implements at hand. For example the use 
of plaster, together with ordinary pliable 
metal such as that used to make the ordi- 
nary coat hanger, serves admirably as a 
source of immobilization and the applica- 
tion of traction to the digits. Almost 
twenty years ago Owen! published a short 
but comprehensive article, Fractures of the 
Bones of the Hand. At that time he laid 
down certain tenets which have stood the 
test of time. Compere and Banks,? in their 
Handbook on Fracture Treatment, have 
also drawn attention to the basic principles. 
of treatment of these injuries. For my 
students and the resident staff, both arti- 
cles have been required reading. 

General Considerations.—Anatomic: 
A. Type of Bone. Certain common charac- 
teristics are common to all of the carpal 
bones, All except the pisiform present six 
surfaces. A great deal of surface is covered 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


with articular cartilage, and the structure 
is similar in all instances being cancellous 
bone enclosed in layers of compact bone. 
There is little periosteum. The blood supply 
enters generally at the distal extremity, 
although in some instances a second vessel 
enters the midportion of the bone. Dorsal- 
ly there are no muscular attachments to 
any of the carpal] bones, while on the volar 
surface there are no muscular attachments 
to the navicular, the lunate or the triangu- 
lar bone. 

B. Motion. The distal carpals are almost 
passive, and, although isolated fractures of 
these bones occur, they are usually asso- 
ciated with injuries to the neighboring 
bones. The proximal row of carpal bones 
has a great range of motion. The triangu- 
lar bone articulates with the articular disc 
that separates it from the lower end of 
the ulna. The navicular and lunate bones 
act as a unit working about the proximal 
end of the capitate. The navicular and the 
lunate are the only two bones that have 
a common articulation with the radius and 
the capitate; therefore they bear the full 
impact of violence directed to the heel of 
the hand. The metacarpal bone of the 
thumb moves through a greater range than 
does any of the others; the metacarpal 
bone of the fifth finger is next in line as 
regards mobility. 

The hand contains fifteen joints, and a 
good deal of its usefulness is dependent 
upon the contour of the bones forming the 
joints. 

C. Angles at the Wrist. The wrist joint 
is a condyloid articulation. The styloid pro- 
cess of the radius projects distally approxi- 
mately 14 to %4 of an inch (0.6 to 1.9 cm.) 
below the styloid process of the ulna. The 
articular surface of the radius projects 
volarward and ulnarward approximately 
15 to 20 degrees. These angles are im- 
portant as regards treatment of fractures 
of the distal portions of the radius and 
ulna. 
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D. Articular Disc. This is a triangular 
structure that lies between the head of the 
ulna and the proximal row of carpal bones. 
It is a fibrocartilaginous plate and extends | 
laterally from the base of the ulnar styloid 
to become attached to the curved sigmoid 
edge of the radius. This disc articulates 
with the triangular bone and the medial 
part of the lunate bone. 

E. Carpal Tunnel. The carpal tunnel is a 
space at the wrist shared by the median 
nerve and the carpal flexor group of ten- 
dons. It is bound down anteriorly by the 
transverse carpal ligament and not infre- 
quently becomes compressed with the de- 
velopment of symptoms after injuries 
about the hand and wrist. 

Pathologic Physiology.—Phijsiopatho- 
logic Picture: A. Pain and Logs of Mo- 
tion. Injuries to the small bones often 
provoke a local and a general reaction. 
Everyone has had the experience of direct 
injury to the phalanges or metacarpals and 
is aware that such an injury causes a great 
deal of pain, together with loss of power, 
either temporary or somewhat prolonged. 
Swelling about the hand is often extreme 
and requires early treatment. It later can 
often be controlled by elevation of the 
hand and the use of hyaluronidase. 

B. Bone Repair: Contrary to popular 
belief, the union of fractures of the small 
bones is not rapid. It has been shown that 
the average time required for bony healing 
of complete phalangeal fracture is five 
months. Naturally one does not continue 
immobilization throughout this period, 
since clinical union usually occurs in five 
to six weeks. The carpal bones heal with 
little or no periosteal reaction, and union 
occurs by means of endosteal callus. There- 
fore as regards solid osseous union the 
roentgenogram is the court of final appeal. 

C. Contractures: Soft tissue contrac- 


tures develop rapidly and are difficult to 
overcome. One must therefore in all cases 
place the part in the position of function.‘ 
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The position of function of the hand is 
that of slight extension of the wrist, slight 
flexion of the fingers and adduction of the 
thumb. 

D. Neurotrophic Changes: These often 
occur early, and one must be alert to 
recognize them and institute treatment 
immediately. These changes will be alluded 
to later. 

Specific Injuries —Generally speaking, 
most fractures of the phalanges and meta- 
carpals are treated in outpatient dispensa- 
ries or in the course of office practice, with 
little regard to fundamental principles. 
Yet in the treatment of any fracture noth- 
ing compares with proper reduction and 
adequate, prolonged immobilization until 
union has been effected. 

Maliet Finger: Injury to the distal pha- 
lanx is one of the most difficult to treat. 
The posterior articular facet is detached, 
or the extensor tendon has been ruptured, 
giving rise to the so-called dropped finger, 
which in women constitutes a major de- 
formity. Treatment ranges from conser- 
vative handling to radical surgical inter- 
vention. 

Conservative measures consist in the 
application of any external appliance that 
will maintain the distal joint in hyperex- 
tension. The surgical treatment consists in 
open reduction with suturing or the use of 
intramedullary fine wires.® Lately a unique 
procedure has been proposed by Hillman,® 
in which hyperextension of the distal joint 
is maintained by means of silk sutures 
placed in mattress fashion through the 
pulp and the finger nail, then drawn out 
and sutured to the soft tissues on the 
dorsums of the fingers just distal to the 
proximal interphalangeal joint. 

There appear to be many objectionable 
features in all of these methods of treat- 
ment. Splints and external] appliances are 
often clumsy and may lead to soft tissue 
necrosis. The use of intramedullary pins 
is also fraught with danger, and it has 


REGAN: INJURIES OF SMALL BONES 


been my experience that when they are 
used the range of motion in the distal 
joint is never regained. For the past five 
years I have made use of an external splint 
and have been gratified with the end re- 
sults. A short Lewin’ splint is used, and 
drill holes are placed on both medial and 
lateral edges. The splint is then heat-steri- 
lized, and, prior to its application, heavy 
silk sutures are placed on the medial and 
lateral side of the finger through all the 
soft tissue layers between the distal and 
the proximal interphalangeal joint. After 
this the splint is well padded and placed 
upon the digit. The digital joint having 
been placed in hyperextension, sutures are 
threaded through the prepared holes and 
tied, then wound about the splint. The 
splint is then further reinforced with or- 
dinary adhesive “moleskin.” It remains 
in place for six weeks. 


This procedure obviates the necessity 
of changing the splint at intervals and 
also prevents the patient from removing 
the splint. 


Fracture of the Middle Phalanx: The 
treatment of this fracture depends on the 
site of insertion of the tendon of the flexor 
digitorum sublimis. Fracture proximal to 
the insertion of this muscle causes a dorsal 
bowing deformity and can be reduced and 
maintained by means of straight splint. 
Fracture distal to the insertion of this 
muscle produces the opposite deformity, 
anterior bowing. Reduction is simple and 
is done by maintaining the middle joint 
in approximately 45 degrees of flexion. 
A simple method of accomplishing this is 
to use a dorsal molded plaster splint that 
encases the hand to permit freedom of the 
wrist. I have never found it necessary to 
use skeletal traction or intramedullary fixa- 
tion in the treatment of this fracture. 

Fracture of the Proximal Phalanz : Frac- 
ture of this phalanx causes a V-shaped de- 
formity, as a result of action of the inter- 
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osseous muscle on the proximal phalanx 
and extension of the distal fragment by 
the lumbrical. The fracture can be re- 
duced and maintained only in marked 
flexion, since it is necessary to release the 
pull of the muscles causing the deformity. 
A simple method of maintaining position 
is one in common use—the placing of 
gauze in the palmar surface, with plaster 
for immobilization. 

Metacarpal Fractures: Fractures of the 
metacarpal bone of the thumb and that of 
the fifth finger are the most troublesome to 
treat. Fractures of the second, third and 
fourth metacarpals can usually be treated 
by traction or splinted without much diffi- 
culty. The usual type of fracture of the 
fifth metacarpal bone is that which occurs 
just proximal to the head of the metacar- 
pal bone, and the deformity consists in an- 
terior or volar rotation of the metacarpal 
head. The fracture is frequently impacted. 
Traction and manipulation with traction 
through the small finger is an improper 
method of handling this fracture, which 
can be reduced and reduction maintained 
only by flexing the metacarpophalangeal 
joint, forcing the metacarpal head dorsally 
and maintaining the fifth finger in flexion. 

This fracture, if poorly treated, results 
in loss of the knuckle and a poor cosmetic 
effect. It can be maintained in the proper 
position by means of plaster, and the pa- 
tient may be allowed to use the remaining 
fingers throughout the period of immobili- 
zation. At the end of five weeks the im- 
mobilization is usually removed and active 
motion encouraged. 

Fractures of the First Metacarpal: 
Those fractures at the base of the first 
metacarpal bone which enter the metacar- 
pocarpal joint are extremely important. 
Improper treatment causes a high degree 
of disability and discomfort—pain, loss of 
motion and weakness in the grasp. This 
fracture has been referred to as the Ben- 
nett fracture,’ and, though it has received 
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a great deal of attention since 1882, it is 
still considered one of the major meta- 
carpal fractures, leading to the greatest 
amount of disability about the hand. Treat- 
ment ranges from the most conservative to 
the most radical. The important point, 
however, is to maintain the web between 
the thumb and the palm of the hand, since 
an adducted position of the thumb will 
lead to atrophy of the muscles in the thenar 
eminence and give rise to a great deal of 
disability in connection with grasping, 
pinching or holding. 

There are many grades of fractures of 
the base of the first metacarpal bone. The 
one that causes the greatest difficulty is the 
intra-articular type, i. e., the type in which 
the fracture extends into the metacarpo- 
carpal joint, usually displacing a large tri- 
angular fragment volarward permitting 
the remainder of the articular surface to 
be displaced posteriorly. Many such frac- 
tures are severely comminuted and cannot 
be completely restored to the normal ana- 
tomic status. It has been suggested® that 
the neoarthrosis resulting from a healed, 
unreduced Bennett fracture affects the so- 
called ball and socket type of joint, and 
this represents a more desirable end result 
than does the natural diarthrodial joint 
which is structurally weak. 

Conservative treatment consists in the 
reduction and maintenance of the thumb 
in abduction by means of splints, plaster or 
traction with a small pin placed through 
the pulp of the thumb and attached to a 
loop that has been incorporated in the 
plaster. The more radical treatment con- 
sists in open reduction or the use of intra- 
medullary pin fixation extending through 
the metacarpal into the greater multangu- 
lar bone across the joint space.’® The last- 
mentioned procedure is not simple; more- 
over, it is fraught with a good deal of 
danger. In my experience it is difficult to 
place the wire, which often penetrates the 
extensor and adductor mechanism of the 
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thumb. One cannot depend upon the wire 
to maintain position, and it is necessary to 
complement the skeletal fixation with a 
plaster cast extending round the thumb up 
to the distal joint. It has been my experi- 
ence also that only fractures in which at 
least 50 per cent of the articular surface 
remains on the major fragment can be 
maintained properly by means of wire. In 
several cases, too, I have observed loosen- 
ing of the wire, with loss of position. 

For many years satisfactory functional 
results have been obtained by conservative 
measures, namely, the use of a plaster cast 
extending about the wrist to the distal 
joint of the thumb. Position is maintained 
by means of traction through a small wire 
loop passed through the pulp of the thumb 
and attached to a portion of ordinary wire 
coat hanger, which is bent into a narrow 
loop and extends beyond the thumb, while 
its proximal portion is incorporated in the 
plaster cast. The functional results have 
been most gratifying, despite the fact that 
anatomic restitution of the parts was not 
considered acceptable in all cases. In a 
number of cases there was some loss of 
flexion of the distal joint of the thumb. 
Excellent function of the thumb, how- 
ever, is obtained even when loss of 50 per 
cent of flexion occurs, since the power of 
pinching, grasping and other motions is 
well retained. 

In view of my results with pin fixation 
and after a reevaluation of the results of 
more conservative measures, it is my opin- 
ion that too much attention has been dir- 
ected to the anatomic restitution and a 
good roentgen picture. More attention 
should be paid to the ultimate functional 
results. In my practice this has forced a 
return to more plaster cast application and 
traction, which have produced the desired 
result over a long period. 

Articular Disc: The role of this struc- 
ture as a factor in disabilities about the 
wrist after trauma is receiving more and 
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more attention.'' This structure remains 
tense in all positions of the wrist and ar- 
ticulates with the triangular and partially 
with the lunate bone. Its injury may cause 
internal derangement of the wrist, with or 
without accompanying fractures of the 
bones about the wrist. Many so-called 
sprains and strains are in reality ruptures 
or tears of this structure giving rise to in- 
ternal derangement not unlike that associ- 
ated with injuries of the knee meniscus 
and the temporomaxillary joint. Forcible 
hypersupination of the wrist can cause 
rupture of the attachment of the disc at 
the base of the styloid and cause it to roll 
up, giving rise to pain, limitation of mo- 
tion and so-called locking of the wrist. 
Colles fracture, if severely comminuted or 
causing loss of integrity of the radioulnar 
joint, also causes rupture of the disc. I am 
convinced that this structure has not re- 
ceived sufficient attention as a causative 
factor in some of the poor results following 
injuries to the bones of the wrist. All in- 
juries to the lunate or the triangular bone 
and to the articular surface of the radius 
and ulna should be carefully studied with 
a view to improving the results of treat- 
ment. I have operated on 17 injured wrists 
in which there was evidence of internal de- 
rangement. Sixteen of the 17 presented 
evidence of rupture of the articular disc, 
the disc being curled or rolled up so as to 
form an impediment to good wrist motion. 
In 3 cases this rupture followed dislocation 
of the lunate bone; in 10 it followed a 
Colles fracture, and in 1 it followed frac- 
ture of the triangular bone. In 2 cases 
there was evidence of internal derange- 
ment of the wrist following forcible supi- 
nation without osseous injury. 

Carpal Bones: The carpal bones, which 
cause the greatest difficulty in both treat- 
ment and return to function, are the lunate 
and the navicular bone, These two bones 
have been referred to as the navicular-lun- 
ate axis, since they bear the brunt of in- 
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juries to the heel of the hand. The most 
common injury to the ]unate bone is anter- 
ior dislocation. Reduction should be car- 
ried out early, and immobilization should 
be prolonged. Reduction with the patient 
under deep anesthesia can be performed 
by hyperextending the wrist placing direct 
pressure over the volar aspect of the wrist 
and following this with forcible flexion. In 
my experience, aseptic necrosis of this 
bone develops rapidly and causes a great 
deal of disability. Unfortunately, many 
such dislocations are merely reduced and 
early motion is permitted; yet early mo- 
tion, I am convinced, is a factor in the de- 
velopment of aseptic necrosis. One must 
permit healing of the para-articular struc- 
tures, with the possibility of ingress of 
blood vessels, and this can be accomplished 
only by rigid immobilization. Immobiliza- 
tion in a plaster cast, therefore, with the 
hand in midposition for not less than six 
weeks, is indicated. I consider this a fac- 
tor in the reestablishment of circulation 
to the lunate bone, As has been mentioned, 
operation in the presence of aseptic necro- 
sis has been known to reveal that a good 
deal of the disability in the wrist is due to 
trauma applied to the articular disc. There- 
fore, in those cases which surgical treat- 
ment is indicated after the development 
of aseptic necrosis it is suggested that a 
generous exposure of the wrist joint be 
obtained so that inspection of the articular 
dise is possible. 

Fracture of the navicular bone is con- 
sidered one of the major fractures of the 
upper extremity. This fracture is fre- 
quently unrecognized for days or even 
weeks, because of the absence, in most 
cases, of displacement and swelling. It is 
often looked upon as a sprain of the wrist, 
and treatment is therefore too often de- 
layed. Swelling is slight, there is pain on 
motion of the wrist, especially on dorsi- 
flexion, with tenderness to pressure in the 
anatomic snuffbox. One should consider 
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the navicular bone as an extension of the 
thumb so that pressure or percussion of 
the extended thumb often causes the pa- 
tient to complain of pain over the navicu- 
lar bone. Roentgen study of the wrist 
should be complete—not only the routine 
anteroposterior and lateral views should 
be taken, but two oblique views and a pos- 
teroanterior view with the fingers flexed 
(which throws the navicular into profile) 
and, if possible, a roentgenogram of the 
carpal tunnel, which can be gained by hy- 
perextending the wrist, should be included. 
The vascular supply is extremely important 
in the healing of a fracture of the navicu- 
lar bone. The supply arises from two smal] 
vessels, one entering the tubercle at the 
attached carporadial ligament. The other 
enters the bone at its midposition. Since 
the healing of a fracture is largely depend- 
ent upon an adequate blood supply, the 
site of the fracture as demonstrated by 
the roentgen film has a definite bearing 
upon the prognosis and treatment. Frac- 
tures of the tubercle, in which each frac- 
ture has a nourishing vessel, will invari- 
ably unite in a short time if adequately im- 
mobilized. Fractures of the middle third, 
or “waist,” and fractures of the proximal 
third usually deprive the proximal end of 
of its blood supply. It has been observed? 
that fractures through the middle third 
result in an incidence of aseptic necrosis 
second only to that associated with frac- 
tures of the femoral head. Healing of frac- 
tures of the middle and proximal thirds 
take place by endosteal interfragmental 
osteogenesis. Healing is therefore neces- 
sarily slow and immobilization must be 
prolonged. The fracture requires complete 
and uninterrupted immobilization until it 
can be shown roentgenographically that 
solid osseous union has taken place by the 
formation of trabeculae across the frac- 
ture line. 

Reduction of a fracture of the middle 
third rarely has to be considered, as there 
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usually is no displacement of the frag- 
ments. In the occasional fracture of the 
proximal third with pronounced displace- 
ment, difficulty may be encountered in 
reduction. 

Reduction and immobilization of this 
fracture may be either conservative or rad- 
ical. Conservative treatment consists in 
immobilization of the wrist in 30 degrees 
of extension and slight radial deviation. 
This immobilization is obtained by using 
a snug plaster cast!? extending from below 
the elbow to the middle third of the hand 
and including the thumb up to the distal 
joint, the thumb being placed in slight ab- 
duction and volar flexion. Radical therapy 
consists in exposure of the fracture site 
and immobilization by metallic fixation." 
When the fracture occurs through the 
proximal third and there is difficulty in 
maintaining position, it is suggested that 
the proximal fragment be surgically re- 
moved and that this be followed by immo- 
bilization for at least six weeks. 

The conservative treatment of fracture 
through the middle third requires a long 
period of immobilization, during which the 
patient can carry on active motion of the 
fingers and the distal joint of the thumb. 
It is often necessary to change the cast dur- 
ing this period. Immobilization should not 
be dispensed with until union can be 
proved by roentgen studies. It has been 
my practice to maintain immobilization 
for sixteen weeks before a check-up roent- 
gen examination is done. Since 1954, 10 
fractures of the middle third have been se- 
lected for surgical intervention. The frac- 
ture was exposed over the dorsum of the 
wrist and inspected, then fixed by means 
of a lag screw. I have encountered a 
good deal of difficulty in the fixation of a 
majority of such fractures. Theoretically 
the procedure seems simple; practically, 
however, difficulty has been encountered 
in handling the proximal fragment. On 
two oecasions, when the lag screw was in- 
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serted, comminution of the proximal frag- 
ment occurred. In 3 cases there was pro- 
nounced absorption about the lag screw 
with cyst formation, leading to early non- 
union. In 3 of the remaining 5 cases ab- 
sorption at the fracture line occurred, 
with shifting of the navicular bone; this 
caused prominence of the screw and re- 
quired its removal. In the 2 remaining 
cases union occurred when the treatment 
was supplemented by plaster cast fixation. 
This method, though apparently attractive 
(in that one depends upon internal fixa- 
tion without external immobilization), is 
difficult and fraught with danger; it re- 
quires most careful technic and after-care. 
It is hoped, however, with continued treat- 
ment and investigation of this fracture, 
that an improvement in the end results may 
be obtained by internal fixation with or 
without external immobilization. At pres- 
ent, however, it would appear that the 
best results are still obtained by immobi- 
lization prolonged until union occurs. This 
long period of disability and the economic 
loss related thereto may seem a high price 
to pay even for a good result. 

Complications and Sequelae-——Compres- 
sion of the Median Nerve: Compression 
of the median nerve in the carpal canal can 
occur as result of injury to the wrist. This 
compression causes numbness, tingling 
and painful burning of the fingers over 
the area supplied by this nerve. In some 
instances this is followed by weakness, 
sensory loss and atrophy of the thenar em- 
inence. Restriction of movement of the 
flexor group of tendons is often present. 
Compression can take place with or with- 
out fracture of the bones that make up the 
wrist joint; often it follows a single in- 
jury, or occurs in persons engaged in an 
occupation requiring a great deal of mo- 
tion of the wrist.‘ When it is the result 
of trauma, the treatment is surgical and 
consists in division of the transverse car- 
pal ligament. 
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Malunion: Malunion following a Colles 
fracture may cause a great deal of dis- 
ability about the wrist. Foreshortening of 
the radius with prominence of the ulnar 
styloid, whether or not the articular disc 
is injured, often leads not only to a poor 
cosmetic but to a poor functional result. 
Simple osteotomy of the radius in cases of 
foreshortening is not sufficient to correct 
either the deformity or the disability. My 
experience in those cases in which promi- 
nence of the ulnar styloid was present and 
associated with increased mobility of the 
inferior radioulnar joint, leads me to con- 
clude resection of the distal end of the 
ulna, with exposure of the wrist joint, is 
indicated. Resection of the distal end of 
the ulna’® has been advocated for a long 
time. 

This procedure is now popularly re- 
ferred to as the Darrach operation.'* It 
has undergone many changes, some of 
which are as follows: removal of the dis- 
tal 3 cm. of the ulna either subperiosteally 
or extra-periosteally; removal of a por- 
tion of the ulna without removal of the 
styloid process, and cuneiform osteotomy 
and removal of a wedge with the base pro- 
jecting laterally. I have observed that ex- 
posure of the wrist joint in addition to 
resection of the ulna enables the surgeon 
to detect involvement of the articular disc 
and the fact that this acts as a deterrent 
to return of the wrist’s function. In the 
past ten years, an internal derangement 
of the articular disc has been observed in 
11 of 20 cases of malunited Colles fracture 
surgically treated. In all 11 cases the 
articular disc had been torn away from its 
attachment to the radius and there was 
hypermobility of the distal radioulnar 
joint. It is suggested, therefore, that in 
operating on malunited Colles fractures 
with mobility of the distal radioulnar joint 
the wrist joint be inspected for a possible 
involvement of the articular disc. 

Late Tendon Rupture : Spontaneous rup- 
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tures of the extensor pollicis longus tendon 
after consolidation of Colles fracture has 
been reported since 1876.17 Reports have 
also appeared in the literature on rupture 
of the extensor digitorum communis ten- 
don following fractures about the wrist!*® 
as well as rupture of the extensor pollicis 
longus tendon following fractures of the 
navicular bone.?® The extensor pollicis 
longus tendon is exposed to injuries at the 
lower end of the radius and to those of 
the navicular bone. Rupture of this ten- 
don is more common in the female than in 
the male, which can probably be explained 
by the fact that the groove occupied by 
this tendon at the lower end of the radius 
is somewhat more shallow in the female 
than in the male and is thus exposed to 
injury. Direct injury to the tendon at the 
time of the fracture or attrition during 
the healing phase has been suggested as 
the cause. Usually the rupture occurs 
within weeks or months after complet: 
consolidation of the fracture. It may oc- 
cur spontaneously or after even mild use 
of the thumb. In some instances the de- 
generation of the tendon may not permit 
end-to-end suture at the point of rupture. 
In this case tendon transfer is necessary, 
and one can make use of the extensor in- 
dicis proprius tendon. I have used this 
procedure on 4 occasions, with completely 
satisfactory results. 

Nonunion: Nonunion of the navicular 
bone occurs more commonly than does non- 
union of any other bone about the wrist. 
This is due to several factors: delay in 
treatment, improper immobilization, in- 
complete immobilization or too short a pe- 
riod of immobilization. With early recog- 
nition, reduction, proper and _ uninter- 
rupted immobilization, union should occur 
in the vast majority of cases, with little 
permanent disability.2° Fractures through 
the middle or “waist” of the navicular 
bone are those which cause the greatest 
number of delayed unions or nonunions. 

















VOL. XXVII, NO. 2 


The fact that after a long period of immo- 
bilization some sclerosis or cystic change 
is present at the fracture site does not al- 
ways indicate that union will not occur, 
since it has been observed that with fur- 
ther prolonged immobilization, often up 
to thirty weeks, union has occurred. The 
treatment of ununited fractures of this 
type has ranged from doing nothing to 
complete excision of the navicular and the 
use of a vitallium prosthesis. In choosing 
a method of treatment several factors 
must be considered: the condition of the 
wrist joint proper, the migration of the 
navicular bone and, last but not least, the 
subjective symptoms presented by the pa- 
tient. A great deal more attention has 
been paid to the symptoms and occupation 
of the individual patient than to roentgen 
data. Many persons are steadily employed 
in a gainful occupation and have gotten 
along very well with an ununited navic- 
ular fracture for a number of years. 
Only a patient who is in a good deal of 
difficulty, such as painful stiffness of the 
wrist, weakness, fatigue and inability to 
carry on at a gainful occupation or one 
who is young and vigorous should be sub- 
jected to operation. Over a period of many 
years I have performed the following pro- 
cedures: 1. Removal of the proximal frag- 
ment that has undergone aseptic necrosis. 
This is a simple procedure and permits 
early use of the wrist. The results ob- 
tained in 10 cases can be considered fairly 
good. There has been unanimous com- 
plaint of weakness, however, with pain on 
use of the wrist and fatigue. Roentgen 
studies made after an average interval of 
one year revealed shifting of the lunate 
bone and at times rotation of the distal 
fragment palmarward. 2. Removal of the 
entire navicular bone. This procedure has 
given uniformly poor results as regards 
weakness, pain and limited motion, as well 
as subsequent radial deviation of the hand. 
3. Insertion of the lag screw with bone 
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chips. Only 2 patients were subjected to 
this procedure and 1 obtained union, 
the fracture being twenty-two weeks old, 
with subsequent deformity of the navicu- 
lar bone and irregularity and changes on 
the articular surface of the radius. In the 
second case there was continued nonunion, 
necessitating removal of the screw and the 
proximal fragment. ‘ 

Styloidectomy of the Radius: This pro- 
cedure appeared attractive in that it is 
simple, and, although it has not in any way 
attacked the nonunion of the navicular 
bone, the functional] results have been sat- 
isfactory. 

Barnard and Stubbins?! in 1948 re- 
ported styloidectomy of the radius, after 
which they used this excised portion as a 
bone graft implanted into the ununited 
navicular bone. They also reported 3 cases 
in which they had simply excised the sty- 
loid process. Since that time I have per- 
formed styloidectomy in 5 cases of un- 
united fractures of the middle portion of 
the navicular bone, with excellent subjec- 
tive results in 4 and a moderately success- 
ful result in 1. It is recognized that a good 
deal of the pain and irritation results from 
the impingement of the radial styloid proc- 
ess against the distal navicular fragment, 
and it can be shown, in cases of long-stand- 
ing nonunion, that there are changes on 
the styloid process of the radius in which 
spurs occur not only on the radius but on 
the distal navicular fragment. Styloidec- 
tomy. is a simple procedure, and the results 
have been, on the whole, completely satis- 
factory. 

Neurotrophic Disturbances: Causalgic 
and painful states following injuries to 
the extremities have been recognized for 
many years. In handling such injuries one 
must be able to recognize a serious and 
disabling syndrome. Post-traumatic pain- 
ful osteoporosis or so-called Sudeck’s 
atrophy” is not sufficiently recognized by 
the majority of those who treat injuries of 
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the extremities and therefore institute 
measures that often are detrimental to 
proper management. 

This syndrome demands early recogni- 
tion as well as early and proper treatment. 
The signs and symptoms are as follows: 
loss of motor function of the extremity, 
characteristic roentgen changes, vasomo- 
tor disturbances and great pain. The usual 
history is that of an injury, often trivial, 
to the extremity, followed within a week 
or two by pain out of all proportion to the 
injury, loss of motor function, swelling 
and characteristic rapid roentgen changes. 
This is followed by rapid atrophy of. the 
soft tissues. The roentgen changes are 
characteristic; there is a patchy or moth- 
eaten appearance that has been described 
as “flachlich.” The patient will resist all 
attempts at motion of the extremity, and 
in most cases complete rest is followed by 
relief from pain. In the typical case the 
acute phase, if untreated, will be pro- 
longed for several months and cause a 
great deal of disability as a result of 
atrophy and loss of motor power; it is not 
unusual for the period of disability to ex- 
tend for six months to one year. 

Several theories have been advanced as 
to the cause of this syndrome. The role of 
the chemical changes that occur after 
trauma has been considered. It has been 
proposed that the formation of histamine 
after an injury, causing immediate dila- 
tion of the blood vessels with prolonged 
hyperemia as a result of continued irrita- 
tion, is a factor in the absorption of the 
elements from bone. The theory has been 
proposed that acetylcholine is also liber- 
ated and that its action is powerful and 
its effects prolonged and pronounced. 
There is also the possibility that acetyl- 
choline may be the transmitter of para- 
sympathetic vasodilator effects. 

The possibility that this syndrome is 
nothing more than disuse atrophy has not 
been widely accepted. It has been shown 
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by many”* that the changes characteristic 
of this syndrome are entirely unlike those 
encountered in bone as a result of disuse 
or nonuse. 

The generally accepted view is that the 
condition is a reflex type of dystrophy and 
is the result of the setting up of pathologic 
post-traumatic reflexes, with consequent 
changes in the soft tissues, the vascular 
bed and the bone. This hypothesis has 
been profoundly studied and has come to 
be generally accepted. 

The treatment of this condition requires 
great patience on the part of both patient 
and surgeon, together with attention and 
knowledge of the underlying factors that 
have given rise to this complex syndrome. 
Cervical sympathectomy?** has been ad- 
vanced as a method of treatment. This, of 
course, seems paradoxic, in that sympa- 
thectomy would give rise to vasodilatation 
and seemingly further the changes in the 
bones and soft tissues. Many good results, 
nevertheless, have been reported. In the 
light of present-day treatment it appears 
that a more conservative approach is indi- 
cated. This consists in measures to relieve 
pain and reverse the process, plus an in- 
tensive program of rehabilitation for the 
extremity. 

In the early stages motion without pain 
is almost impossible. A short period of 
immobilization with, however, some at- 
tempts at motion, should be carried out. 
Relief of pain and reversal of the process 
should be attempted immediately. This 
can be obtained in the great majority of 
cases by immobilization for a short period 
and the use of ganglionic blocking agents.*4 
It has been my practice in the past four 
years to employ injections of hexametho- 
nium, and the relief obtained has been 
most gratifying. My experience indicates 
that Sudeck’s atrophy will respond to con- 
servative treatment if it is discovered 
early and intensive treatment instituted. 
During the period of the use of ganglionic 
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blocking agents, physical therapy is insti- 
tuted (application of heat, together with 
gradual increase in active motion). Clin- 
ical recovery occurs long before reossifi- 
cation of the bones has taken place, so that 
one must not base the time of recovery 
upon the changes that occur in the roent- 
genograms. There is no short cut in treat- 
ment, and treatment requires the combined 
efforts of the surgeon, the patient, the 
physical therapist and often the occupa- 
tional therapist. 


CONCLUSIONS 


A plea for conservatism in the treatment 
of injuries to the small bones and attend- 
ant structures is made. Although frac- 
tures and injuries of long bones and other 
major structures may appear more spec- 
tacular and dramatic, injury to a small 
bone requires just as much care, combined 
with a complete understanding of anatomy 
and pathologic physiology. A plea is also 
made for a more conservative attitude as 
regards surgical intervention. Although 
internal fixation in the hands of the few 
has produced good results, only those with 
complete training in this field should at- 
tempt it. 

The role of the articular disc as an im- 
portant factor in wrist disability is empha- 
sized, and a treatment for this type of 
derangement is advanced. 

Complications and sequelae of injuries 
to the small bones and attendant struc- 
tures require alertness and demand early 
and proper intensive treatment. 


CONCLUSIONES 


Se hace énfasis acerca de la tendencia 
conservadora en el tratamiento de traus- 
matismos de pequefios huesos y estructuras 
dependientes. No obstante que los trau- 
matismos y fracturas de los huesos largos 
y de otras estructuras mayores parecen 
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mas espectaculares y dramaticas, los trau- 
matismos a los pequenos huesos requieren 
el completo conocimiento de la anatomia y 
fisiol6gia patol6égica. Se hace énfasis tam- 
bien sobre una decisién conservadora 
acerca de la intervencién quirirgica. No 
obstante que la fijacién interna ha dado 
buenos resultados en manos de algunos, 
son procedimientos que solo deben emple- 
arlo los que tengan un conocimiento comple- 
to al respecto. Se enfatiza el papel del disco 
articular como un factor importante en el 
desarrollo de incapacidad de la mufieca y 
un tratamiento para este tipo de desarre- 
glo se menciona. 

Las complicaciones y secuelas de los 
traumatismos a los pequefios huesos y 
estructuras dependientes requiere agudeza 
de criterio y exige un tratamiento intensivo 
apropiado y temprano. 


CONCLUSOES 


Estebelece uma tendencia conservadora 
no tratamento das lesdes dos pequenos 6s- 
sos e estruturas vizinhas. Apezar de apa- 
rentemente espetaculares e dramaticas as 
lesdes do ossos longos tambem os trauma- 
tismos dos pequenos ossos exigem 0 mesmo 
cuidado e conhecimento completo da anato- 
mia e da fisio-patologia. A fixacao intra 
medular que tem dado bom resultados a 
poucos cirurgides so deve ser utilizada por 
quem dispée de solidas bases do assunto. 
Salienta o papel do disco articular no de- 
senvolvimento da estabilidade do punho, 
propondo um tipo de tratamento para sua 
patologia. As sequelas e complicacées das 
lesdes dos pequenos ossos e estruturas ad- 
jacentes demanda vigilancia e requer 
tratamento precoce e intensivo. 


SCHLUSSFOLGERUNGEN 


Der Verfasser tritt fiir eine konserva- 
tive Form der Behandlung von Verletzun- 
gen kleiner Knochen und der anliegenden 
Gebilde ein. Die Briiche und Verletzungen 
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langer Knochen und anderer grdésserer 
Koérpergebilde mégen zwar eindrucksvoller 
und aufregender erscheinen, aber die Ver- 
letzung kleiner Knochen erfordert nicht 
geringere Sorgfalt und volle Kenntnis der 
anatomischen und _ pathologisch-physiolo- 
gischen Verhiltnisse. Der Verfasser setzt 
sich ferner fiir gréssere Zuriickhaltung 
im Hinblick auf chirurgisches Eingreifen 
ein. Die Ausfiihrung innerer Fixierung, 
die in den Handen von Einigen zu guten 
Ergebnissen gefiihrt hat, sollte ausschliess- 
lich denen iiberlassen bleiben, die vdl- 
lige Sicherheit auf diesem Gebiet besitzen. 
Die Rolle, die die Gelenkscheibe als wich- 
tiger Faktor in der Entwicklung der Un- 
tauglichkeit des Handgelenks spielt, wird 
besonders hervorgehoben, und eine Be- 
handlung derartiger Behinderungen wird 
in Vorschlag gebracht. 

Die Komplikationen und Folgeerschei- 
nungen von Verletzungen kleiner Knochen 
und der anliegenden Gebilde erfordern 
grosse Wachsamkeit und friihzeitige Ein- 
leitung energischer geeigneter Behand- 
lung. 


CONCLUSIONS 


L’auteur lance un appel en faveur du 
traitement conservateur des lésions des os 
courts. Les fractures et lésions des os 
longs sont plus spectaculaires, mais celles 
des os courts exigent tout autant de pré- 
cautions, ainsi qu’une connaissance appro- 
fondie de l’anatomie et de la physiologie 
pathologique. L’utilisation d’une fixation 
interne donne quelquefois de bons résul- 
tats, mais de telles techniques ne devraient 
étre pratiquées que par des spécialistes 
expérimentés. L’auteur souligne le réle du 
disque articulaire dans le développement 
de l’incapacité du poignet et en indique le 
traitement. 

Les complications et les séquelles des 
lésions des os courts exigent un traitement 
approprié précoce et intensif. 
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Effects of Smoking on the Respiratory Tract 


LINDEN J. WALLNER, M.D., D.A.B. 
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have appeared in the literature on 

the medical aspects of smoking. 
These have included studies on the compo- 
sition of tobacco smoke, the results of ap- 
plying these components to experimental 
animals and the local and systemic effects 
of smoking on various body systems. More 
recently, articles have appeared that tend 
to show that smoking is related to pulmo- 
nary carcinoma and heart disease. These 
have received wide circulation in the lay 
press. It is a subject that seems to gener- 
ate considerable controversy, and there is 
often a prompt reply by another author 
who denies the connection between smok- 
ing and serious disease. 

It is so evident as to seem almost axio- 
matic that tobacco smoke is irritating to 
the mucosa of the respiratory tract. The 
composition of smoke has been studied and 
the constituents shown to be irritating to 
animals. An animal test! measures the 
irritation by determining the amount of 
edema of the rabbit conjunctiva ex- 
posed to tobacco smoke. A nonsmoker 
notices burning of the eyes and lacrima- 
tion after spending an evening in a smoke- 
filled room. Most smokers will admit such 
symptoms as burning of the tongue and 
mouth, dryness of the throat, postnasal 
discharge, hoarseness and cough, which 
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they attribute to their smoking or to hav- 
ing increased their usual quota. The con- 
troversy would seem to be not whether 
smoking causes irritation, but whether 
this irritation is significant and how, and 
whether it may lead to serious conse- 
quences. 

In this presentation I shall review sev- 
eral recent histopathologic investigations, 
epidemiologic and statistical studies and 
attempt to correlate them with clinical ob- 
servations. 

The larynx is the commonest site in the 
respiratory tract to reveal changes consid- 
ered due to excessive smoking. This may 
be explained by the careful studies of 
Proetz,2 who observed that products of 
combustion are deposited in a tube just be- 
yond a kink or constriction due to eddies 
in the air flow. The baffle plate effect of 
the cords seems to act in a manner similar 
to that of the constrictions in the glass 
tubes. 

The mouth and pharynx are less com- 
monly affected. An additional factor here 
is the cleansing action of saliva, food and 
liquids. The nose and nasopharynx rarely 
reveal changes. Smoke is exhaled through 
the nose only at times, and there is an ac- 
tive flow of mucus, owing to ciliary ac- 
tivity. 

Alterations of the respiratory tract 
commonly attributed to smoking are (1) 
chronic nonspecific inflammation; (2) 
polypoid degeneration of the vocal cords; 
(3) leukoplakia, and (4) carcinoma. 
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Chronic Nonspecific Inflammation.— 
Chronic nonspecific inflammation of the 
mouth, pharynx and larynx is common and 
may be due to a number of factors. Mouth 
breathing, hot spicy foods, alcohol, dry or 
dusty air or infection of the nose and 
sinuses may contribute to this condition. 
Subjective complaints may be absent; 
when present, they may include dryness 
and burning of the mouth and throat, post- 
nasal discharge, hoarseness and cough. 
The objective signs of chronic inflamma- 
tion are hyperemia, edema and thickening 
of the mucosa. Hyperemia is most com- 
mon. The color of the mouth and pharynx 
varies so much that it is difficult to decide 
what is normal and when disease is pres- 
ent. Proetz? encountered great disagree- 
ment among different observers as to what 
constitutes a “red throat.” The normal ap- 
pearance of the vocal cords is more con- 
stant; in the mirror they normally appear 
as flat white bands. Hyperemia, thicken- 
ing and edema are more obvious. Chronic 
inflammation of the palate, pharynx and 
larynx is commonly present in persons 
who have smoked for years, even though 
no other cause is evident. The symptoms 
and signs do not seem serious enough to 
insist on or to compel the patient to stop 
smoking; one does not often have the op- 
portunity, therefore, to determine whether 
this causes improvement in the appearance 
of the throat. An opportunity occurs at 
times when the patient has stopped smok- 
ing for some other reason, and in such 
instances a decrease in the signs of chronic 
inflammation is noted. 


Those conducting histopathologic stud- 
ies have recently noted that chronic inflam- 
mation of the respiratory epithelium is 
more common in smokers than in non- 
smokers. Ryan, McDonald and Devine? 
examined sections of 52 larynxes removed 
at autopsy. They were from male cadav- 
ers, 40 to 60 years old at the time of death, 
with no known laryngeal disease. In the 


WALLNER: EFFECTS OF SMOKING 


smokers there was greater thickness of 
the surface epithelium, due partly to ex- 
cessive keratinization but mainly to 
hyperplasia. There was also greater round 
cell infiltration, edema and squamous met- 
aplasia in the smokers than in the non- 
smokers. Auerbach and his co-workers‘ 
made similar studies on the mucosa of the 
tracheobronchial tree in 41 persons. They 
encountered basal cell hyperplasia much 
more commonly in smokers than in non- 
smokers. Stratification and squamous 
metaplasia were also slightly more com- 
mon in smokers. 

Considered together, the laboratory and 
animal studies on tobacco smoke, the sub- 
jective and objective symptoms observed 
in smokers and the recent histopathologic 
studies, there would seem to be convincing 
evidence that excessive smoking for long 
periods commonly results in chronic in- 
flammation of the respiratory tract. 

Polypoid Degeneration of the Vocal 
Cords.—In 1950 Myerson® described poly- 
poid degeneration of the vocal cords as a 
clinical pathologic entity directly due to 
smoking. In his study of 143 patients he 
noted that the first stage was edema of the 
cords (Fig. 1A). This was followed by the 
development of smooth rounded polypoid 
masses or tumors (Figs. 1, B, C and D, 
and 2A). They were freely movable be- 
cause of the thin sessile attachment. His- 
tologically these tumors were edematous 
fibromas. The epithelium varied somewhat 
but usually was the normal stratified type 
of the free edge of the cord. The bulk of 
the tumor consisted of fibrous tissue in an 
edematous stroma (Fig. 2B). Myerson 
postulated that the local irritation of smok- 
ing first results in an outpouring of serum 
into Reinke’s space. As a result of this 
chronic edema there was increased fib: osis, 
and finally a polypoid tumor developed. 

This type of laryngeal tumor has been 
described by other observers under the 
terms “polypoid corditis,” “chronic hyper- 
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Fig. 1.—A, larynx of an excessive smoker (male), revealing dif- 
fuse edema of the anterior halves of both cords. B, polypoid de- 
generation of the right cord of a female nonsmoker who had used 


snuff for many years. 


C, larynx of heavy smoker and constant 


talker (male). There is polypoid degeneration of both cords, with 


superficial leukoplakia of the right. 


D, marked polypoid degen- 


eration of the anterior halves of both cords in the larynx of an 
excessive smoker (male). 


Reproduced by permission of Laryngoscope, 64:259-270 (April) 1954. 


trophic laryngitis” and “polypoid degen- 


eration.” Chronic infection and vocal 
abuse were listed as the causative factors. 

Since Myerson’s report I have observed 
14 patients with this condition. All but 1 
was a heavy smoker; the 1 exception used 
snuff. The gross appearance was as de- 
scribed by Myerson. In the cases of 5 of 
these patients the growths were removed 
and examined microscopically. The histo- 
pathologic picture agreed with the forego- 
ing description. 


Removal of these growths was not ad- 
vised until the patients had stopped 
smoking. In 1 instance this resulted in 
the complete disappearance of large bilat- 
eral polypoid masses, occurring gradually 
over a period of some weeks. In a number 
of the others edema and polypoid thicken- 
ing lessened or disappeared when smoking 
was discontinued. 

In a second article,* Myerson stated that 
his series had been increased to 182 pa- 
tients. No other large series have been 
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reported to confirm the theory this condi- 
tion is due to tobacco smoke. On the basis 
of Myerson’s careful work plus my own 
observations, however, I am convinced 
that polypoid degeneration of the vocal 
cords is due to the chronic irritation of 
tobacco smoke. 

Leukoplakia.—The term “leukoplakia” 
is used synonymously with “keratosis” or 
“hyperkeratosis.” It denotes chalky, peb- 
bly white localized elevations of the mu- 
cosa (Fig. 3, A and B). The histopathologic 
picture is that of benign epithelial hyper- 
plasia without invasion of the submucosa. 
This condition is commonly seen in the 
mouth, tongue, gums, cheek and hard and 
soft palate, as well as the pharynx and 
vocal cords. It occurs predominantly in 


the male. All authors list chronic irrita- 
tion, especially tobacco smoke, as the cause, 
Of 125 patients with leukoplakia of the 
larynx studied by Putney and O’Keefe,’ 
only 11.2 per cent were nonsmokers. 
LeJeune® expressed the opinion that kera- 


tosis is encountered more commonly than 
it formerly was. He attributed this to the 
increased use of cigarettes. All of his pa- 
tients were heavy smokers. 

Cummer® described a special papular 
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type of leukoplakia occurring on the hard 
palate. Of his 33 patients, all but 1 were 
smokers. He reviewed the work of a num- 
ber of others, who have called the condi- 
tion papillary leukoplakia, smoker’s kera- 
tosis or smoker’s palate. Subjective 
symptoms were slight or absent. In Cum- 
mer’s opinion the condition is frequently 
overlooked. In his experience it usually 
disappeared when the patient stopped 
smoking; it could also be cleared up by 
protecting the palate with a prosthesis. 

Recently I observed a patient with the 
papular type of keratosis of the palate. He 
was a 70-year-old man, a heavy pipe 
smoker for years. He had no symptoms 
referable to the mouth or the palate; his 
complaint was of hoarseness. The mucosa 
over the hard palate and gums showed a 
peculiar whitish alteration, and there were 
scattered areas of reddish raised papules. 
Biopsy revealed typical keratosis. There 
was also a large area of leukoplakia on the 
left vocal cord. The patient stopped smok- 
ing, and when he was seen five weeks later 
the area on the cord had almost disap- 
peared. There was also marked improve- 
ment in the appearance of the palatal mu- 
cosa. 


Fig, 2.—A, larynx of excessive smoker, drug addict and constant 
talker (male), with pronounced polypoid degeneration of right 


cord. 


B, photomicrograph of tissue removed from same patient. 


Note edematous stroma with dense fibrosis. 


Reproduced by permission of Laryngoscope, 64:259-270 (April) 1954. 
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Fig. 3.—A, larynx of heavy smoker (male) with keratosis of 
anterior half of left cord. B, pronounced keratosis of left cord 


of an excessive smoker (male). 


C, keratosis and infiltration of 


right cord of an excessive smoker (male). Biopsy revealed car- 
D, keratosis and infiltration of 
right cord of a heavy smoker (male). Right cord had been stripped 

of leukoplakia six years earlier. 


cinoma arising in leukoplakia. 


Biopsy revealed carcinoma. 


Reproduced by permission of Laryngoscope, 64:259-270 (April) 1954. 


This prompt disappearance of leuko- 
plakia when smoking is stopped has been 
observed in a number of instances. Cou- 
pled with the conclusions of almost all 
writers, it constitutes strong clinical evi- 
dence that chronic irritation from tobacco 
smoke is the chief factor in the production 
of leukoplakia. 

Carcinoma.—The cause of carcinoma re- 
mains an enigma, but chronic irritation is 
frequently listed as an important factor. 
It is a common observation that malignant 
disease of the larynx is often preceded by 
long periods of hoarseness. Jackson and 
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Jackson’? stated that “precancerous con- 
ditions are present in probably 75 to 80 
per cent of the cases—as a clinical fact we 
have rarely found cancer develop in a nor- 
mal larynx.” Szanto, a pathologist con- 
tributing to Lederer’s textbook," said that 
“cancer rarely develops in a normal larynx 
—in at least half of the cases of laryngeal 
cancer, precancerous lesions antedate the 
malignant growth.” Many writers have 
emphasized the importance of precancer- 
ous lesions in the development of laryngeal 
carcinoma. Precancerous and malignant 
growths may have similar gross appear- 
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ance; they may be difficult to differentiate 
histologically, and a lesion that was re- 
garded as benign may later become malig- 
nant (Fig. 3, C and D). Clerf,* Putney 
and O’Keefe? and New and Erich" de- 
scribed their observations of patients with 
benign keratosis over long intervals and 
their eventual discovery of evidence of 
carcinoma. Friedberg and Wallner noted 
that of 39 patients with cordal cancer, 19, 
or 61 per cent, had leukoplakia of the vocal 
cords, 

It is thus obvious that if smoking is ac- 
cepted as an etiologic factor in keratosis it 
must also be regarded as a factor in the 
development of carcinoma. Even in pa- 
tients who have laryngeal carcinoma with- 
out known precancerous lesions there is 
evidence that heavy smoking plays a role. 
In the series mentioned, studied by Fried- 
berg and Wallner, of 116 patients with 
laryngeal carcinoma, there were 97 known 
smokers, 3 nonsmokers and 16 for whom 
the information was not available. 


A number of other careful statistical 
surveys have been made of the relation of 
smoking to carcinoma of the respiratory 
tract. Wynder, Bross and Day" recently 
published an excellent epidemiologic study 
of the environmental factors suspected of 
playing a role in the development of can- 
cer of the larynx. This represents an 
enormous amount of work and is an inval- 
uable contribution that must be read in its 
entirety to be appreciated. In their Amer- 
ican series alone, 209 male patients with 
carcinoma of the larynx were matched 
with 209 controls and 132 patients with 
carcinoma of the lung. Among their re- 
sults and conclusions were these: Patients 
with carcinoma of the larynx included sig- 
nificantly more smokers than did the group 
of matched controls; only 1 with cancer of 
the larynx was a nonsmoker, as compared 
to 22 of the controls. The relative risk ‘that 
laryngeal carcinoma would develop in- 
creased with the amount of tobacco con- 
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sumed. Cigar and pipe smoking are more 
closely associated with laryngeal than with 
pulmonary carcinoma. The only other fac- 
tor considered significant was the heavy 
consumption of whiskey. The relative risk 
of carcinoma of the larynx rises among 
drinkers who consume 7 or more units of 
straight whiskey per day. In the authors’ 
opinion alcohol acts as a promoter rather 
than an initiator of laryngeal carcinoma. 

The idea that tobacco smoke and alcohol 
are factors in the causation of carcinoma 
of the larynx is not new. Jackson and 
Jackson!* outlined the various factors they 
considered responsible in a mathematical 
formula: Age plus sex plus senile changes 
in the epithelium plus irritation plus frus- 
trated repair plus alcohol plus tobacco 
smoke plus undetermined factors equals 
the causation of malignant disease. 

The evidence that indicates smoking as 
an etiologic factor in carcinoma of the re- 
spiratory tract is as follows: Tobacco 
smoke is known to be irritating. Altera- 
tions of the epithelium are commonly pres- 
ent in smokers. Leukoplakia is usually 
considered the result of smoking and is a 
common precursor of carcinoma. Statisti- 
cal surveys reveal that carcinoma of the 
larynx is rare in nonsmokers. 

It is true that much of this may be cir- 
cumstantial evidence, but it is the opinion 
of most clinicians with the greatest expe- 
rience in this disease, 


COMMENT 


This review of the recent literature, plus 
clinical experience, indicates that tobacco 
smoke contains irritating substances and 
may be irritating to mucous membrane. 
Excessive smoking for long periods com- 
monly results in chronic nonspecific in- 
flammation of the mucosa of the mouth, 
palate, pharynx and larynx. This chronic 
inflammation may occasionally result in 
polypoid degeneration of the cords or leu- 
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koplakia. The leukoplakia may be followed 
by carcinoma. 

Assuming, then, that smoking may have 
harmful effects, how great is the risk? 
The work of Ryan and Auerbach indicates 
that histologic evidence of chronic inflam- 
mation is common. This is my own clinical 
impression, gained by routine examination 
of the mouth and throat. This chronic in- 
flammation commonly causes subjective 
complaints—postnasal discharge, dryness 
and burning, hoarseness and cough. - The 
more significant alterations—polypoid cor- 
ditis, leukoplakia and carcinoma—although 
common, certainly do not occur in a large 
percentage of smokers. 

Much has been written on the sharp in- 
crease in incidence of carcinoma of the 
lung, paralleling the increase in cigarette 
consumption. The incidence of laryngeal 
carcinoma has increased (75 per cent from 
1937 to 1947) but not as much as has that 
of pulmonary carcinoma. Wynder™ and 
workers explained this by noting that car- 
cinoma of the larynx was common when 
most smokers used a pipe or cigars. The 
actual percentage of smokers is not appre- 
ciably different today, but most of them 
have changed to cigarettes, and the inci- 
dence of pulmonary carcinoma has in- 
creased. 


Since the serious diseases do not occur 
in a high percentage of smokers, it may be 
argued that one is not justified in urging 
universal curtailment of smoking, a habit 
which seems to bring satisfaction to mil- 
lions. There is strong evidence, however, 
that smoking may cause the symptoms and 
diseases described. When a patient com- 
plains of cough, hoarseness, burning or 
postnasal discharge, or presents evidence 
of chronic inflammation, corditis or leuko- 
plakia, one should urge curtailment of 
smoking rather than rely on gargles, 
sprays or antibiotics. This requires a great 
deal of time and effort and taxes the physi- 
cians’ powers of persuasion, “salesman- 
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ship” and patience. He may be rewarded 
by relief of the patients’ subjective symp- 
toms as well as diminution of the objective 
evidence of disease. 


SUMMARY AND CONCLUSIONS 


Laboratory studies, plus clinical experi- 
ence reveal that tobacco smoke is irritat- 
ing to the respiratory mucosa. 

Clinical observations, confirmed by re- 
cent histopathologic studies, indicate that 
chronic nonspecific inflammation of the 
mouth, pharynx and larynx is common in 
persons who have smoked excessively for 
years. 

There is clinical evidence that polypoid 
degeneration of the vocal cords results 
from irritation due to tobacco smoke. 

Leukoplakia of the mouth, tongue, pal- 
ate and larynx is considered the result of 
smoking. 

Leukoplakia is a common precursor of 
carcinoma. A recent exhaustive survey 
leads to the conclusion that excessive 
smoking is an important factor in the 
causation of malignant disease of the 
larynx. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Laboratoriumsuntersuchungen und 
klinische Erfahrungen zeigen, dass Tabak- 
rauch die Schleimhaut der Atmungsorgane 
reizt. 

Durch neuere histopathologische Unter- 
suchungen bestatigte klinische Beobach- 
tungen weisen darauf hin, dass chronische 
unspezifische Entziindungen des Mundes, 
des Rachens und des Kehlkopfes bei 
Leuten, die Jahre hindurch starke Raucher 
waren, haufig sind. 

Es ist klinisch nachgewiesen worden, 
dass die polypoide Entartung der Stimm- 
bander auf Reizung durch Tabakrauch 
beruht. 

Die Leukoplakie des Mundes, der Zunge, 
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des Gaumens und des Kehlkopfes wird als 
eine Folge des Rauchens angesehen. 

Die Leukoplakie ist haufig ein Vorlaufer 
des Krebses. Eine neure Uberpriifung 
eines umfangreichen Materials fiihrt zu 
der Schlussfolgerung, dass iibermiassiges 
Rauchen eine wichtige ursachliche Rolle 
in der Entstehung des Kehlkopfkrebses 
spielt. 


RESUME ET CONCLUSIONS 


Les études de laboratoire et l’expérience 
clinique ont révélé que la fumée du tabac 
est irritante pour les muqueuses respira- 
toires. 

Les inflammations chroniques non-spé- 
cifiques de la cavité buccale, du pharynx 
et du larynx, ainsi que la dégénérescence 
polypoide des cordes vocales, sont couran- 
tes chez les gros fumeurs, 

La leucoplasie de la bouche, de la langue, 
du palais et du larynx est considérée 
comme résultant de l’abus du tabac. 

La leucoplasie est un précurseur du 
cancer. I] ressort d’études récentes que 
l’abus du tabac est un facteur causal im- 
portant du cancer du larynx. 


RESUMEN Y CONCLUSIONES 


Los estudios de laboratorio y en expe- 
riencia clinica revelan que el humo del 
tabaco es irritante para la mucosa respira- 
toria. 

Las observaciones clinicas confirmadas 
por recientes estudios histopatolégicos, 
indican que la inflamacién crénica no espe- 
cifica de la boca, faringe y laringe es co- 
mun en personas que han fumado excesi- 
vamente durante afios. 

Existe evidencia clinica de que la 
degeneracién polipoide de las cuerdas 
vocales resulta de la irritaci6n causada por 
el humo del tabaco. 

Fumar trae como consecuencia la leuco- 
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plasia de la boca, la lengua, el paladar y la 
laringe. 

La leucoplasia es un precursor comtn 
de cancer. Una encuesta exhaustiva hecha 
recientemente concluye que el excesivo fu- 
mar es un factor importante como causa 
del cancer laringeo. 
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anus, rectum and colon is extremely 

rare.” This is emphazied by the pau- 
city of reports in the literature. Lazarus 
and Marks? in 1947 summarized 20 such 
cases. Gentry,* after an exhaustive review 
of the vascular lesions of the entire gas- 
trointestinal tract, found 61 benign and 9 
malignant vascular lesions of the colon, 
rectum and anus. These 70 lesions repre- 
sented 30 per cent of the total number of 
lesions observed in the gastrointestinal 
tract. 


Bans. stated that “angioma of the 


REPORT OF A CASE 


E. B. was born in Holland in 1943. When 
he was still an infant, his mother noted red 
spots on the diaper. Intermittent but increas- 
ing bleeding in succeeding months led to his 
undergoing an abdominal operation at the age 
of 3, during which “something was tied off.” 
After this operative procedure, no bleeding 
was noted for one and one-half years. When 
it started again the bleeding was fairly con- 
sistent, appearing every few weeks, three 
months being the longest period noted in which 
no bleeding occurred. Immigration to the 
United States in 1949 did not affect the bleed- 
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ing in any way. In September 1953 two mas- 
sive hemorrhages, occurring forty-eight hours 
apart, required hospitalization and transfu- 
sion. Operation was recommended but was re- 
fused by the mother. In November 1954 
another massive hemorrhage occurred and, 
with the mother’s consent, the boy was ad- 
mitted to the hospital on November 11 for sur- 
gical treatment of the lesion. 

Most of the past medical history centered 
around the “bad left leg,” which had been 
present at birth (Fig. 1). A deformed foot 
had been amputated in Holland when the boy 
was 31% years old. Operation had also been 
performed on both sides of the left knee and 
the upper part of the left leg. In March 1951 
a chronic ulcer of the amputation stump had 
been excised and the stump revised. In March 
1953, 53 radon seeds, a total of 47 millicuries, 
had been implanted in the left leg and thigh, 
without noticeable improvement. In Septem- 
ber of the same year reamputation and revi- 
sion of the left leg had been done, with exci- 
sion of 10 pounds (4.5 Kg.) of subcutaneous 
fat. 

Physical examination revealed a thin, mal- 
nourished boy who appeared one to two years 
younger than his stated age of 11. The posi- 
tive signs included several shotty, enlarged 
lymph nodes in the anterior cervical chain and 
the submaxillary group in the neck, a 5 mm. 
hemangiomatous spot below the left scapula, 
and two elevated purple lesions 1 by 1 and 5 
by 1 cm. respectively, on the upper part of the 
left thigh. There were enlarged, distended 
vessels coursing over the lower part of the 
abdomen; a midline abdominal scar was pres- 
ent; the scrotum was filled with a soft, yield- 
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ing mass that felt like vascular structures, 
and there was a soft, yielding mass also over 
the lower sacral area. The left leg was about 
three times the diameter of the right. The 
consistency of the soft tissue was irregular 
and yielding. Dilated vessels deformed and 
discolored the surface of the skin. The foot 
was amputated at the ankle. Sigmoidoscopic 
examination showed moderately large purple 
veins protruding into the upper part of the 
rectum. 

Laboratory examination revealed the follow- 
ing data: hemoglobin, 14 Gm., or 87.5 per 
cent; leukocyte count 10,000, with a normal 
differential; urine normal; blood urea nitro- 
gen 18 mg. and total protein was 7.8 mg. per 
hundred milliliters; icteric index, 7.5 units. 

Roentgen study after a barium enema re- 
vealed the inner surface of the large bowel to 
be grossly irregular, with a polypoid appear- 
ance (Fig. 2). The roentgenologist expressed 
the opinion that “since this patient is known 
to have other vascular anomalies, this could 
well represent an extensive vascular tumor.” 
The area involved appeared to extend from 
the upper portion of the rectum to the lower 
portion of the descending colon. The heart 
and lungs were normal to roentgen examina- 
tion. The spleen and liver showed an increased 
density due to the thorium they contained. 
Small, discrete areas of density were scattered 
throughout the ribs, representing thorium in 
the marrow. Apparently this heavy metal had 
been utilized in studies in Holland. 

The patient was given a high carbohydrate, 
high protein, low residue diet, and 250 cc. of 
blood was given on two different days. Sulfa- 
thalidine was given by mouth for six days, 
supplemented with neomycin for thirty-six 
hours to reduce the bacterial count of the 
colon. Cleansing enemas were further utilized 
to cleanse the bowel. 

When the abdomen was entered a massive 
hemangioma was observed, involving not only 
the portion of the colon indicated by the roent- 
gen plate but the midportion of the descending 
colon. In addition, there were additional cav- 
ernous lesions in the upper part of the descend- 
ing colon and also in the left transverse por- 
tion. The latter were much smaller, but in 
view of the possibility of bleeding in future 
years, it was deemed advisable to include these 
colonic areas in the excision. The bowel, there- 
fore, was liberated and excised from the right 
transverse portion of the colon to the lower 
portion of the rectum, and the transverse por- 
tion of the colon was anastamosed to the lower 
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Fig. 1.—Photograph of patient, showing deformed, 

bulky left leg. Dilated vascular channels over sur- 

face of leg and lower part of abdominal wall. 
(Amputation performed some years earlier.) 
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Fig. 2.—Lateral roentgenogram of thoracic por- 

tion of spine and large bowel. Scalloped, irregular 

mucosal pattern is consistent with deformity pro- 
duced by ectatic submucosal vessels, 


part of the rectum by the technic described by 
Swenson for the treatment of congenital 
megacolon. In the abdominal phase compara- 
tively little bleeding was encountered, although 
the lesion extended into the mesentery. Bleed- 
ing in the pelvis was controlled by packs, which 
were left in during the perineal phase of the 
operation. When these packs were removed, 
prior to closure of the abdomen, a profuse, 
persistent hemorrhage from the pelvis was 
encountered, and eventually it became neces- 
sary as a life-saving measure to close the ab- 
domen with the packing left in the pelvis. This 
was done with considerable reluctance, as the 
packing caused pressure against the anasto- 
mosed bowel, which was dependent on a small 
marginal artery for its viability. Two days 
later the patient was taken back to the oper- 
ating room, and these packs were removed 
through a transverse incision between the rec- 
tum and the coccyx. Practically no bleeding 
was encountered. 

On the sixth postoperative dav a rectoperi- 
neal fistula developed. Examination revealed a 
defect about the size of a silver quarter at the 
site of anastomosis. A colostomy in the area 
of the splenic flexure was utilized to divert 
the fecal stream until the fistulous opening 
healed. The colostomy was then closed. The 
final result was a well-functioning bowel with 
good elimination and good control. 

Surgical Specimen.—Gross: Three lengths 
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of large bowel were removed, the largest 
measuring 64 cm. in overall length. Two other, 
smaller segments, were respectively 5 and 6 
cm. long. The longest segment of bowel was 
sharply angulated, and the attached fibroperi- 
toneal tissue was decidedly congested and pre- 


: 


Fig. 3—Large bowel. Note sharp transition be- 
tween normal mucosal pattern and altered trans- 
verse rugae. Mucosal folds are irregular and 
broadened, showing focal nodularity in some in- 
stances. Mucosa suggests a darker tinctoral value. 
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Fig, 4.—A, section of colonic wall. Note 
numerous thin-walled vascular channels, 


distributed mainly through submosa and 
serosa. (X 25.) B, fibrotic submucosa 
intervening between mucosa and thick- 


walled vessel containing organizing 
thrombus. C, serosa containing . thin- 
vialled and thick-walled vessels, some 
harboring organizing thrombi. (x 100.) C 


sented smooth serosal surfaces. Coursing 
throughout the mesenteric tissue were promi- 
nent vascular channels. These vessels were 
tortuous, and the lumens of some contained 
clots suggesting thrombi. Some of the vessels 
measured as much as 3 mm. in diameter, and 
most had relatively thin walls. Vascularity 
appeared to be contiguous with vessels enter- 
ing the serosa of the large bowel wall. Ex- 
posure of the intestinal lumen demonstrated 
rather extensive focal modification of the mu- 
cosa. The mucosal rugae were broadened and 
irregular with an almost nodular appearance 
in some areas (Fig. 3). Individual mucosal 
processes varied from 2 to 4 mm. in width. 
Intervening patches of mucosa showed no re- 
markable alteration. No undue vascularity of 
the submucosa in uninvolved areas was recog- 
nized grossly. The involved mucosa had a dis- 
tinctly bluish appearance. Sections through 
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the mucosa suggested ectasia of vascular 
structures within the submucosa, as well as 
increased vascularity. The bowel wall was 
thickened from 5 to 8 mm. (including the 
serosa) in some areas where vascularity was 
most prominent. An estimated 60 to 75 per 
cent of the entire mucosal surface of the bowel 
showed this alteration in structure and pig- 
mentation. Focal areas of hemorrhage meas- 
uring up to 2 cm. in diameter were scattered 
through the attached mesenteric tissue. This 
mesenteric tissue appeared edematous, and 
tortuous vessels, similar to those encountered 
within the bowel wall proper, were observed. 
The shorter two segments of bowel, measuring 
5 and 6 cm. respectively, showed mild edema- 
tous and ecchymotic serosal fat and minor 
modifications of the mucosa similar to those 
observed in the longest segment. 
Microscopic: Microscopic sections of the 
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large bowel wall (Fig. 4) showed moderate to 
marked thickening due to muscular hyper- 
trophy, increased vascularity, submucosal fi- 
brosis and edema of all layers. Sections with 
fibroperitoneal tissue attached also showed 
thickening of this tissue. The mucosa was 
intact and showed little alteration except for 
a rare focal hemorrhage within tissue support- 
ing glandular structures. In many instances 
relatively thick-walled vascular channels, some- 
times resembling venous structures, were seen 
directly beneath the mucosa. In some areas 
these channels were arranged in close prox- 
imity, almost simulating the pattern of .cav- 
ernous hemangioma. Vascular structures with 
much thinner walls were also encountered in 
haphazard distribution. Dilated lymph chan- 
nels were prominent, and these were most 
numerous in submucosal regions. Thrombi ex- 
hibiting various degrees of organization were 
frequently encountered. 

Attached fibrofatty peritoneal tissue also 
contained these greatly dilated and tortuous 
vascular channels. Focally, a few round cells 
were scattered about the peripheries of hemor- 
rhagic areas. Organization of interstitial 
hemorrhage was not encountered. The endo- 
thelial lining of all vascular channels was 
formed by flattened cells, which presented a 
uniform structure and showed orderly orien- 
tation. No stratification of endothelial cells 
was observed, and no significant mitotic activ- 
ity was present. There was no suggestion of 
malignant change. 

Pathologic Diagnosis: The pathologic diag- 
nosis was hemangiomatosis involving the large 
bowel and supvporting mesenteric tissue. 

Classification. — Classification of these 
lesions is difficult because of their extreme 
variability, their tendency to overlap vari- 
ous other types and the lack of uniformity 
in their location, size, histologic appear- 
ance and clinical behavior. 

Fraser,> in 1919, grouped them into 
capillary, compact and cavernous types. 

Brown,® in 1923, divided them into four 
classes according to their reaction on the 


adjacent tissue: 

1. Multiple tumors on vascular arcades; 
small red nodules in the submucosa. 

2. A submucosal tumor growing toward 
the lumen of the intestine and tending to 
ulcerate the overlying mucosa. 
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3. A submucosal tumor that may grow 
to such size as either to obstruct the in- 
testine or cause intussusception. 

4. A diffuse ringlike lesion that begins 
in the submucosa, involves the muscularis, 
constricts the lumen of the intestine and 
causes intestinal obstruction. 

Hunt? suggested that a fifth group be 
added to this classification, 

5. A diffuse intramural lesion that in- 
volves the entire thickness of the bowel 
wall but is neither constrictive nor ob- 
structive. 

Gentry? classified them according to his- 
topathologic detail, as follows: 

Benign vascular lesions 

A. Telangiectasis (hereditary and 
nonhereditary ) 
B. Hemangioma 
1. Capillary hemangioma (sim- 
plex, mostly single) 
2. Mixed capillary and cavernous 
hemangioma 
Cavernous hemangioma 
a. Multiple phlebectasis 
(small cavernous) 
b. Simple polypoid 
c. Diffuse expansive (single 
contiguous) 
d. Diffuse expansive (multiple 
noncontiguous) 

Malignant vascular lesions 

A. Hemangioendothelioma 

B. “Benign metastasizing heman- 
gioma” 

Cc. Kaposi’s sarcoma 


Diagnosis.—The cardinal symptom of 
this condition is bleeding. This may vary 
from the presence of occult blood in the 
feces to massive exsanguinating hemor- 
rhage resulting in death. The most com- 
monly reported pattern is that of intermit- 
tent hemorrhage, sufficient in amount and 
frequency to keep the patient in a state 
of anemia. The bleeding is frequently 
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noted in infancy and may continue undiag- 
nosed for many years. As the patient 
grows older the bleeding increases in fre- 
quency and amount until exsanguinating 
hemorrhage, death from intercurrent dis- 
ease or intelligent treatment intervenes. 

Occasionally obstructive symptoms may 
occur, owing to encroachment of the tu- 
mor on the lumen of the bowel. In the 
small bowel intussusception sometimes 
occurs, producing obstruction, but this se- 
quence has not been reported as observed 
in the colon. 

Direct sigmoidoscopic visualization may 
establish the diagnosis if the lesion is in 
the rectum or the lower portion of the 
sigmoid. If it is higher in the bowel, a 
barium enema followed by roentgen may 
show an unusual space-filling lesion. Phle- 
boliths are frequently present within the 
lesion and may give a clue as to the iden- 
tity of the lesion. 

Not infrequently vascular malforma- 
tions located in more obvious parts of the 
body may suggest to the investigating 
physician the cause of the intestinal bleed- 
ing. For example, as was pointed out by 
Heycock and Dickinson,® the skin is com- 
monly involved and may betray the diag- 
nosis, 

In some cases rectal bleeding has oc- 
curred with no associated signs or symp- 
toms, and only through abdominal] explor- 
ation has the diagnosis been determined. 

Treatment. — The earlier methods of 
treatment consisted of cautery, rectal in- 
stillations, injections of sclerosing sub- 
stances, and more often than not, watchful 
waiting. The high mortality (approxi- 
mately 50 per cent) is indicative of the 
poor success which was achieved. 

Bancroft in 1931 instituted a distinctive 
method of treatment in a 17-year-old boy. 
Inasmuch as the tumor was confined to 
the distribution of the inferior mesenteric 
vessels, he ligated the vein and injected 40 
cc. of 40 per cent sodium salicylate into 
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. When there is rectal involvement 





the vein distal to the ligature. The patient 
was relatively asymptomatic for twenty 
years when finally an abscess developed 
and perforated at the proximal border of 
the tumor. After preliminary exterioriza- 
tion and colostomy formation, a Miles 
abdominoperineal resection was performed 
by Jacques.® He reported that during the 
twenty-year interval the tumor had re- 
established itself completely. — 

In those cases in which the lesion was 
resectable, a satisfactory result has been 
obtained by removing the tumor-bearing 
portion of the bowel. Various approaches 
have been made to the problem. In 1914, 
Kausch’® resected the colon in a five-stage 
surgical procedure. Buie and Swan,'! in 
1929, resected the transverse colon using 
the Mikulicz technic. Kaisjer,'? 1936, re- 
sected the sigmoid. Lazarus and Marks,” 
in 1938, performed an ileocolectomy in 
stages for multiple small lesions in both 
the large and the small bowel. Sawyer," 
in 1939, utilized the Mikulicz technic in 
resecting the descending portion of the 
colon. Hunt,’ in 1940, and Jacques,® in 
1951, as has been mentioned above, used 
the Miles abdominoperineal technic to 
good advantage. Babcock and Jonas," in 
1948, performed a one-stage abdomino- 
perineal proctosigmoidectomy with preser- 
vation of the sphincter muscles. 


COMMENT 


It appears that surgical extirpation of 
the lesion is the treatment of choice if the 
extent of the lesion permits this procedure, 
it is 
sometimes possible to preserve the sphinc- 
ter mechanism and thus retain the normal 
physiologic evacuating mechanism. This 
is exemplified by the Babcock and Jonas 
report and by the case here reported. 

In retrospect, analysis suggests that in 
the latter case the complicating fistula 
might have been prevented had another 
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technic been utilized—for example, the 
procedure described by Babcock!‘ or the 
pull-through technic of Bacon would have 
yielded readier access to the bleeding pel- 
vic vessels; and, if packing were neces- 
sary, the packs could have been removed 
without subjecting the patient to an addi- 
tional operation. 


SUM MARY 


The classification, diagnosis and treat- 
ment of hemangiomatosis of the colon and 
rectum are reviewed. A case of mixed 
cavernous and capillary hemangiomatosis 
of the colon, sigmoid and rectum, coexist- 
ent with similar lesions of other parts of 
the body, is reported. The surgical ap- 
proach in the aforementioned case is out- 
lined. It consisted of hemicolectomy and 
abdominoperineal proctosigmoidectomy 
with anastomosis of the transverse portion 
of the colon and the lower part of the rec- 
tum according to the Swenson technic. 


RIASSUNTO 


Viene passata in rassegna la classifica- 
zione, la diagnosi e la cura dell’emangio- 
matosi del colon e del retto. Viene 
descritta un’osservazione di cavernoma e 
angiomatosi capillare misti del colon e del 
retto coesistenti con lesioni consimili di 
altre parti del corpo. Viene tratteggiata 
la tecnica chirurgica da seguire nei casi 
sopramenzionati consistente in una emico- 
lectomia e in una _ proctosigmoidectomia 
addominoperineale seguita da trasverso- 
rettostomia secondo la tecnica di Swanson. 


SUMARIO 


A classificagao, diagnoéstico e tratamento 
da hemangiomatose do colo e reto sao re- 
vistos pelo A.—Um caso de hemangioma- 
tose mixta- cavernosa e capilar- é apre- 
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sentado em coexistencia de lesdes semel- 
hantes em outras partes do corpo. O A. 
descere a via de acesso a esse caso e cita 
a hemicolectomia com protosigmoidectomia 
abdomino-perineal seguida de anastomose 
da porc&o transversa do colo e a porgao 
distal do reto, de acordo com a técnica de 
Swenson. 


RESUMEN 


La clasificacién, diagnostico y trata- 
miento de la hemangiomatosis del colon y 
recto se han revisado. Un caso de heman- 
giomatosis cavernosa y capilar, del colon 
y recto, coexistentes con lesiones similares 
de otras partes del cuerpo, se describié. Se 
mencioné el criterio quirirgico seguido en 
dicho caso. Consistié6 en hemicolectomia y 
proctosigmoidectomia abdominoperineal 
con anastomosis de la porcién transversa 
del colon y la parte inferior del recto, de 
acuerdo con la técnica de Swenson. 


ZUSAM MENFASSUNG 


Es wird ein Uberblick iiber die Klassi- 
fizierung, die Diagnostik und die Behand- 
lung der Hamangiomatose des Dickdarms 
und des Mastdarms gegeben. Ein Fall von 
gemischter kavernéser und kapillarer 
Himangiomatose des Dickdarms und Mast- 
darms bei gleichzeitigem Bestehen 4hn- 
licher Veranderungen in anderen Korper- 
teilen wird beschrieben und der chirur- 
gische Vorgang umrissen. Die Behandlung 
bestand in Hemikolektomie und abdomino- 
perinealer Proktosigmoidektomie und Ana- 
stomisierung des Querdarms mit dem 
unteren Abschnitt des Mastdarms nach 
dem von Swenson angegebenen Verfahren. 


RESUME 


La classification, le diagnostic et le 
traitement de l’hémangiomatose du colon 
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sont passés en revue. L’auteur décrit un 
cas mixte d’hémangiomatose caverneuse et 
capillaire du colon et du rectum, présent- 
ant en outre des lésions similaires dans 
différents autres organes. L’opération a 
consisté en une hémicolectomie et une 
proctosigmoidectomie abdomino-périnéale, 
avec anastomose du colon transverse et de 
la partie inférieure du rectum, selon la 
technique de Swenson. 
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Recurrent Pilonidal Disease, a Misnomer 


Its Management and Treatment 


MARK M. MARKS, M.D., F.I.C.S., D.A.B.P. 
KANSAS CITY, MISSOURI 


disease in patients who had been 

treated by excision procedures are 
unlikely to be caused by reformation of 
encysted epithelium. Ectodermal compo- 
nents are rarely found in the tissue re- 
moved at subsequent operations. The 
pathologists describe a fibrous cavity lined 
with pyogenic granulations. This supposed 
recurrence may present itself as a single 
sinus leading beneath a scar or as a dehis- 
cence in the intragluteal fold where pre- 
vious surgery had been done (Fig. 1). 

To determine the reason for continued 
symptoms following excision of the dis- 
ease-bearing area, one must understand 
the function of the natal fold. The buttocks 
cushion the weight of the body on sitting 
and move independently and together. The 
natal fold then flattens, affording greater 
mobility to the buttocks (Fig. 2 top). When 
the natal fold is deformed by scarring, the 
surrounding tissue can be sufficiently re- 
stricted to cause tearing of the healed or 
healing wound under the least trauma 
(Fig. 2 bottom). Subsequent contamina- 
tion by coliform and cutaneous bacteria 
causes an indolent sinus or an abscess to 
form that can, in every respect, mimic the 
symptoms of the squamous cell-lined cyst 
or sinus that originally existed. Repeated 
excisions in the area increase the deform- 
ity by further loss of tissue and more 
scarring that lessens the possibility of 
permanent healing. 

Typical case histories of these so-called 


oe TINUED symptoms of pilonidal 


From the Section on Proctology, Department of Surgery, 
Menorah Medical Center, Kansas City, Missouri. 


recurrences of pilonidal disease and their 
treatment are here presented. 


REPORT OF CASES 


CASE 1.—E. B., a 17-year-old boy, was seen 
because of persistent draining sinus in a scar 
over the sacrum. He had undergone three ex- 
cisions for pilonidal disease during the past 
two years. The natal fold was badly deformed 
by scar. The upper part was keloidal and 
firmly bound the buttocks together. The lower 
half of the scar was divided by a granulating 
wound. After incision of the constricted area 
to permit adequate movement of the buttocks, 
the entire area healed rapidly and has re- 
mained well. The patient was hospitalized for 
twenty-four hours. 

CASE 2.—G. S., aged 15, had had a pilonidal 
sinus removed two and a half years earlier, 
since which time he had undergone four addi- 
tional excisions for what was presumed to be 
re-formation of the sinus. Roentgen studies 
of the sacrum had recently been made because 
of failure to heal and the possibility of spina 
bifida. There was no defect in the bone. Ex- 
amination showed a broad scar extending 
from the midsacrum downward to within 1 
inch (2.5 cm.) of the anal orifice. The natal 
fold was completely absent, and a sinus at the 
lower terminus of the scar admitted a probe 
that could easily be passed into several lateral 
openings. When the sinuses were incised, re- 
leasing the buttocks, a cavity filled with 
granulations was exposed. Simply wiping the 
cavity clean, using a bland ointment and bath- 
ing the parts frequently, will bring about 
healing with a mobile scar within a month. 
The patient was hospitalized for two days. At 
the time of writing he has remained symptom 
free for three years. 

CASE 3.—Mrs. C. L., aged 26, had undergone 
an operation a year earlier for a discharging 
pilonidal sinus. After the wound healed, con- 
stant drainage persisted. The scar over the 
sacrum was 4 inches (10 cm.) long, and the 
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Fig. 2.—Sketch of natal fold, indicating function in stand- 
ing position (above) and in sitting position (below). 


natal fold was obliterated because of the loss 
of tissue from the operation. There was a 
sinus in the scar. To complete the healing of 


Fig. 1—A, single sinus leading beneath scar. B, 
dehiscence in intragluteal fold at site of previous 
operation. 


this defect the scar was first incised to free 
the buttocks and then undercut laterally and 
and sutured into the depth of the wound with 
No. 3-0 cotton. The natal crease was re- 
formed, and healing was completed in three 
weeks. The patient was hospitalized for 
twenty-four hours and has remained symptom 
free. 

CASE 4.—L. S., aged 42, a former navy pilot, 
stated that he had been hospitalized for a 
month while in the service for the correction 
of a pilonidal sinus. The same symptoms con- 
tinued, and after discharge from the service 
he entered a veterans’ hospital for another 
month and a second excision. During the past 
ten years the involved area had not healed. A 
pronounced deformity of the natal fold and a 
partially healed wound 34% inches (8.8 cm.) 
long were present. With saddle block anesthe- 
sia, the scar was incised to release the tension 
and free the buttocks. The pyogenic cavity 
was wiped free of granulations and the scar 
edges tacked down into the wound with a cot- 
ton suture. The patient was dismissed from 
the hospital on the following day. Postopera- 
tive care consisted of daily bathing and the 
use of cod liver oil ointment. The sutures were 
removed after a week. He has remained well 
for the past two years. 


These and others have fully recovered 
after liberation of deformed natal folds. 
All had a similar history of excisions by 
open or closed technic and subsequent op- 
erations for continued symptoms. One 
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patient had been operated upon seven 
times for what was presumed to be recur- 
rence of the original disease. 


COMMENT 


Although much has been written con- 
cerning the treatment of pilonidal disease, 
virtually nothing is published about the 
complications that can follow such treat- 
ment.! Excision in or about the intraglu- 
teal cleft entails the removal of normal as 
well as abnormal tissue. The defect that 
results eventuates in some deformity of the 
natal crease, with some limitation of the 
movements of the buttocks. The wound 
may heal with firm scarring only to break 
down later or even to remain partially 
healed with a trough full of pyogenic 
granulations, 

The lessons of the last major war proved 
that incision and marsupialization or 
eventration of the invaginated ectoderm of 
a pilonidal cyst or sinus were far superior 
to any excision method for eradication of 
the disease. The advantages of incision 
procedures meant far less loss of time and 
minimal discomfort. 

For the past sixteen years many fol- 
lowed this simple method of treating pilo- 
nidal disease with satisfactory results. We 
have taught that excision operations for 
this entity, regardless of the method, are 
usually needless and wasteful.? The sacral 
or post anal sinus is a congenital or ac- 
quired nonsymptomatic secretory saccula- 
tion of skin and becomes symptomatic only 
because of the lack of drainage. Exteriori- 
zation of the sac membrane should perma- 
nently prevent further difficulties because 
reencystation is then impossible. This we 
have found to be true. 


CONCLUSION 


The “recurrence” of pilonidal disease 
following excision of the area containing 
jt is a complication of the original opera- 
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tion, not a re-formation. Fracture of the 
scar is impossible because of the limited 
movement of the buttocks bound by excess 
sear and loss of part of the natal crease. 
Infection in the scar causes formation of 
a draining sinus that mimics the original 
lesion. The sacrifice of more tissue 
worsens the chance for healing. Correction 
can be accomplished by freeing the but- 
tocks and re-forming the intragluteal cleft. 
A proved method of treatment for the ini- 
tial condition is discussed. This method 
assures rapid healing, a minimal stay in 
the hospital and greater freedom from 
further complications. 


CONCLUSIONS 


La “récidive” du kyste pileux (sinus coc- 
cygeal) aprés excision est une complica- 
tion opératoire et non une néoformation 
pileuse. Une déchirure cicatricielle peut 
set produire du fait de la limitation des 
mouvements fessiers due 4 une proliféra- 
tion cicatricielle. L’infection de la cicatrice 
provoque la formation d’un sinus imitant 
la lésion. L’ablation d’une plus grande 
partie de tissus diminue encore les chances 
de guérison. L’auteur décrit une technique 
correctrice et une méthode de traitement 
qui a fait ses preuves. Elle assure une 
guérison rapide, un séjour minimum a 
l’hépital, et diminue les risques de com- 
plications. 


CONCLUSAO 


A recidiva que se segue a exére do cisto 
dermoide nao significa neoformacaéo do 
cisto mas apenas uma complicacéo. A ul- 
ceracaéo da cicatriz é devida a escasses de 
tecido criada pela operacao e pela perda da 
prega interglutea. A infeccao leva a for- 
macao de fistula que se mostra semelhante 
a lesao original. A remocao de maior parte 
de tecireduz as possibilidades de cicatriza- 
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cao. A correcgao pode ser feita por descola- 
mento das regides gluteas e nova formacao 
do sulco intergluteo. O A. discute um mé- 
todo de tratamento para a lesao inicial. Tal 
método assegura uma cicatrizacao rapida, 
permanéncia minima no hospital e menor 
incidéncia de complicagées. 


SCHLUSSFOLGERUNGEN 


Der “Riickfall” pilonidaler Erkrankung 
nach Resektion des befallenen Gebietes ist 
eine Komplikation der  urspriinglichen 
Operation und nicht ein neues Auftreten 
der Krankheit. Die Einschrinkung der 
Bewegung der durch tibermiassige Narben- 
bildung fixierten Gesissbacken und der 
Verlust eines Teiles der Gesdssfalte kann 
zu einer Zerreissung der Narbe fiihren. 
Eine Infektion der Narbe ruft die Entste- 
hung einer sezernierenden Fistel hervor, 
die der urspriinglichen Erkrankung 4h- 
nelt. Weitere Opferung von Gewebe ver- 
schlechtert die Aussichten auf Heilung. 
Der Schaden kann durch Befreiung der 
Gesassbacken und Wiederherstellung der 
interglutéalen Spalte beseitigt werden, Es 
wird ein bewahrtes Verfahren zur Be- 
handlung der iirspriinglichen Erkrankung 
erértert. Diese Methode sichert eine 
rasche Heilung mit dusserst geringer 
Dauer des Krankenhausaufenthalts und 
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mit verbesserten Aussichten auf das Aus- 
bleiben von Komplikationen. 


CONCLUSION 


La “recidiva” de la enfermedad piloni- 
dal después de la excisién del area que la 
contiene, es una complicacién de la opera- 
cién original y no una verdadera recidiva. 
La ruptura de la cicatriz es posible debido 
al movimiento limitado de las nalgas por 
el mismo exceso de cicatriz y por la pér- 
dida de parte del tejido graso. 

La infecci6én de la cicatriz origina la for- 
macion de un seno de drenaje que semeja 
la lesi6n original. El sacrificio de mas 
tejide empeora la posibilidad de cura- 
cién. La correcién puede lograrse libe- 
rando las nalgas reformando el surco inter- 
gluteo. Un método comprobado de trata- 
miento para la condicién inicial se discute. 
Este metodo asegura curacién rapida, 
hospitalizaci6n minima y minimo de com- 
plicaciones. 
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No physician, insofar as he is a physician, considers his own good in what he 


prescribes, but the good of his patient; for the true physician is also a ruler, having 


the human body as a subject, and is not a mere money-maker. 


—Plato 








Exteriorization for Pilonidal Disease 


VALENTINE R. MANNING JR., M.D., F.I.C.S. 
PHILADELPHIA, PENNSYLVANIA 


HE operations most commonly em- 
“Tore for pilonidal disease entail 

total excision of the lesion. By total 
excision is meant removal not only of the 
membrane lining the cyst and sinuses but 
that of the surrounding fibrous tissue and 
a varying amount of the overlying skin as 
well. The resulting wound, often a large 
one, is then either closed by suture or al- 
lowed to remain open to heal by granula- 
tion. If one considers overall figures, 
primary closure is followed by a relatively 
high rate of recurrence, whereas total ex- 
cision without closure often results in a 
prolonged period of healing. Total exci- 
sion by either method sometimes results 
in a scar that gives rise to discomfort.' 

For a successful primary closure, total 
excision is a necessary aim. The outer 
limits of the fibrous tissue afford the sur- 
geon a convenient plane of dissection. He 
must cut beyond the borders of the actual 
cyst and sinuses in order to include them 
in the tissue excised. He must try to re- 
move all the cyst and sinuses, not because 
retained epithelium will of itself form a 
new cyst but because infected tissue may 
otherwise be locked within the closed 
wound.” 

Similarly, after an operation by the open 
method of total excision, lack of proper 
drainage of infected areas may result in 
delayed healing cr recurrence. 

If the surgeon is content to deal with 
an open wound after operation, the ques- 
tion arises whether total excision is neces- 
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sary. Certainly localized subcutaneous in- 
fections in many other sites are usually 
cured by adequate drainage alone. 

To drain a pilonidal lesion adequately, 
with hope of effecting cure, the surgeon 
must, at the least, incise the entire roof 
of the cyst and sinuses, thus exposing the 
inner walls of the cavity to the exterior. 
This has been termed “exteriorization.’”* 

The principle is not new, nor do its pres- 
ent proponents claim originality. In 1867, 
Warren! advocated as one form of cura- 
tive treatment “laying freely open the 
cavity or cavities.” For many years, how- 
ever, the method was neglected. 

In 1933, Cutler and Zollinger® reported 
the use of exteriorizing incisions followed 
by the application of a sclerosing solution 
to the lining of the cavity. Buie, in 1937, 
described a method he named “marsupiali- 
zation” in which he incised the overlying 
tissue, excised the roof and lateral walls 
and sutured the membrane of the floor of 
the cavity to the margins of the skin. Nes- 
selrod® used the same method. Bacon’ used 
marsupialization approximately four days 
after incision and drainage of acute pilo- 
nidal abscesses. Granet,’ in 1945, advo- 
cated unroofing, as did Brust and Sarner.® 
Marks,’ in 1947, reported 618 cases in 
which he used exteriorizing incisions, su- 
ture of the membrane to the skin, and 
application of a sclerosing solution to the 
membrane without excision of any tissue; 
he termed this procedure “eventration.” 
In 1946, Zimmerman" described what is 
probably the most conservative type of 
definitive operation for this disease; he 
incised the roof in its entire extent but did 
not excise any tissue, nor did he use any 
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Fig. 1—Operative procedure. A, two probes and 

a grooved director introduced into cyst cavity 

through three sinus openings. B, tissue overlying 

grooved director and upper probe incised. C, tis- 

sue overlying lower probe incised. Walls of cavity 
have been wiped with gauze. 


sutures. The same author, in 1953, re- 
ported the use of this method in “more 
than 500 cases.’!* The average healing 
time for Zimmerman’s series was twenty- 
three days, and the recurrence rate was 
“less than 2 per cent.” ; 
The growth of interest in the exteriori- 
zation operation is shown in the results of 
two surveys by American proctologists. In 
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the survey conducted by Kleckner* in 
1936 there was no mention whatever of 
any type of exteriorization operation. In 
contrast, in 1953, Swinton and Markee" 
noted that one-third of those reporting 
favored some form of exteriorization. 

A small series of cases in which the con- 
dition was treated by an exteriorization 
procedure is presented here. 

The operative technic is as follows: 
Spinal anesthesia is used in most cases. 
Operation is performed with the patient 
in the prone jack-knife position. A probe 
is passed through an external sinus open- 
ing into the cyst cavity. The tissue over- 
lying the probe or grooved director is 





TABLE 1.—Analysis of Series 















































Total Cases 45 
Average duration of symptoms 3% years 
Previous definitive operations 
Yes 1 
No 44 
Acute abscess at time of operation 
Yes 10 
No 34 
Data lost 1 
TABLE 2.—Healing Time 
. > Fe Average 
Healing 
Time, 
No Days 
Acute abscess at time of 
operation ( 9) 96 
No acute abscess at time of 
operation (30) 53 
Exteriorization plus unroofing ( 7) 99 
Exteriorization alone (32) 53 
Exteriorization alone—no acute 
abscess (26) 51 
TABLE 3.—Recurrence 
Follow-ups, 1 to 9 yr. 39 
Recurred 1 
Recurrence rate 2.6% 
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Fig. 2.—Operative scars. 


incised in its entire length. If more than 
one external sinus opening is present, sim- 
ilar procedures are carried out. The walls 
of the cavity are wiped with gauze to re- 
move hair and inflammatory exudate. If 
the cavity extends beneath the wound mar- 
gins, the overhanging margin is elevated 
in order to complete this part of the pro- 
cedure. Careful inspection will often re- 
veal a bit of necrotic tissue adhering to 
the wall; such an area on probing may 
reveal a sinus extending outward from the 
cavity. In this case the tissue overlying 
the probe should be incised. The area 
around the incision is palpated to detect 
induration; this may also be a clue to the 


presence of another sinus. The entire cyst 
and all sinuses should now have been ex- 
teriorized. The cavity is packed loosely, 
and a pressure dressing is applied. The 
operation usually lasts fifteen to twenty 
minutes. 

The packing is removed on the day after 
the operation, and no further packing is 
inserted. Hot sitz baths are begun. The 
patient is discharged on the second day 
after the operation. Disability is minimal. 

The patient is seen twice weekly in the 
office until healing is well established, and 
then at longer intervals. At each visit the 
wound is carefully inspected for “bridg- 
ing” and for the presence of any sinus that 
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may have been overlooked at operation. 
New granulations are visible to the naked 
eye in about one week, and epithelial pro- 
liferation is apparent soon afterward. 

The great majority of patients in the 
series had not undergone previous defini- 
tive surgical treatment (Table 1). Twenty- 
nine per cent underwent the definitive 
operation in the presence of an acute ab- 
scess. 

It was possible to determine the exact 
healing time required by 39 patients. The 
average healing time in those cases where 
operation was performed in the presence 
of an acute abscess was much longer than 
in those cases where no acute abscess was 
present (Table 2). Unroofing (excision of 
the outer walls of the cyst) was followed 
by a much longer healing period than was 
exteriorization alone. 

Accordingly, I have now adopted the 
procedure of treating acute abscess by a 
very small incision; when evidence of 
acute inflammation has disappeared, the 
definitive operation is performed. Unroof- 
ing is no longer included in the operation. 
Twenty-six patients who did not have 
acute abscess were treated by exterioriza- 
tion alone. The average healing time in 
these patients was fifty-one days. The 
mean healing time was forty days. 

It was possible to do follow-ups on 39 
patients who had undergone operation one 
or more years prior to compilation of the 
data (Table 3). The recurrence rate was 
2.6 per cent. 

The operative scars after exterioriza- 
tion were narrow, soft and freely movable. 
No patient complained of a painful scar. 


SUMMARY AND CONCLUSIONS 


The rationale, historical background and 
technic of an exteriorization operation for 
pilonidal disease are briefly reviewed. 

A small series of cases in which this 
condition was treated by a simple, conser- 
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vative exteriorization procedure is pre- 
sented. 

In the author’s opinion the exterioriza- 
tion procedure has value, at least in cases 
in which no definitive operation has been 
performed. 

The author makes no attempt to mini- 
mize the value of total excision. The exact 
indications for each type of operation 
should be determined through further in- 
vestigation. 


RESUME ET CONCLUSIONS 


L’auteur analyse briévement les causes 
et expose la technique d’extirpation chi- 
rurgicale de l’affection pileuse. I] pré- 
sente quelques cas personnels traités par 
simple extériorisation conservatrice. L’au- 
teur accorde une certaine importance a 
cette technique, tout au moins dans les 
cas ou il n’y a eu aucune opération an- 
térieure, sans toutefois minimiser la va- 
leur de l’excision totale. Les indications 
exactes pour chaque type d’opération dev- 
raient pouvoir étre posées grace a des 
recherches plus poussées dans ce domaine. 


RESUMEN Y CONCLUSIONES 


Se revisan brevemente el razonamiento, 
la historia y la técnica de una operacion de 
extariorizaci6n para la enfermedad piloni- 
dal. 

Se presenta una pequena serie de casos 
en los cuales ésta condicién fué tratada 
por un procedimiento simple de exteriori- 
zaciOn conservadora. 

En la opini6n del autor el procedimiento 
de exteriorizacién tiene valor, por lo 
menos en casos en los cuales una operaci6n 
definitiva no ha sido efectuada previa- 
mente. 

El] autor no trata de reducir el valor de 
la excisién total. La indicacién exacta para 
cada tipo de operacién debe determinarse 
en futuras investigaciones. 
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SUMARIO E CONCLUSOES 


O A. faz uma revisao racional e histori- 
ca da técnica de excisao e cicatrizacao 
secundaria dos cistos dermoides de locali- 
zacao sacro-coccigeana, 

Uma pequena serie de casos em que 0s 
cistos foram tratados pelo método conser- 
vador é citada pelo A. 

O A. acha que o método de exteriosizacao 
tem valor pelo menos nos casos em que 
nao tenha sido realizada uma operacao 
definitiva previamente. 

O A. nao tenta diminuir o valor da 
excisao total porém cita as indicagdes 
exatas de cada tipo como motivo de uma 
investigacéo mais ampla no futuro. 


CONCLUSIONI RIASSUNTIVE 


Vengono brevemente passati in rassegna 
i principi e i fondamenti storici e la tec- 
nica dell’operazione di esteriorizzazione 
per la cura delle cisti coccigee. Viene pre- 
sentata una piccola serie di casi in cui tale 
malattia é@ stata curata con la semplice 
tecnica summenzionata. Secondo gli autori 
tale tecnica é utile almeno nei casi in cui 
non siano gia stati fatti interventi. 
L’autore, peraltro, non vuole diminuire il 
valore dell’operazione radicale. Le indica- 
zioni precise dei due tipi di intervento 
potranno essere stabilite in futuro attra- 
verso ulteriori studi. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Die der Verlagerungsoperation bei pilo- 
nidaler Erkrankung zugrunde liegenden 
Uberlegungen, die geschichtlichen Hinter- 
griinde und die Technik des Eingriffs wer- 
den kurz dargestellt. 

Es wird iiber eine kleine Serie von F4l- 
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len berichtet, bei denen die Erkrankung 
mit einer einfachen konservativen Verlage- 
rungsoperation behandelt wurde. 


Der Verfasser ist der Meinung, dass das 
Verlagerungsverfahren zum mindesten in 
Fallen, die nicht schon friiher einer grés- 
seren Operation unterzogen wurden, von 
Wert ist. 

Der Verfasser versucht nicht, den Wert 
der totalen Resektion herabzusetzen. Die 
genauen Indikationen fiir die einzelnen 
Operationsformen miissen durch weitere 
Untersuchungen abgegrenzt werden. 
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Mycose Pharyngee 


J. DESPONS, M.D., F.I.C.S. 
BORDEAUX, FRANCE 


Frankel en 1873, et attribuée au 
Leptothrix. 

On connait l’aspect clinique de cette af- 
fection qui apparait sous la forme de 
touffes blanches implantées dans les ori- 
fices cryptiques, les ‘‘clous mycosiques.” 

Elle ne s’accompagne en général d’aucun 
trouble subjectif ou fonctionnel et souvent 
elle n’est découverte que fortuitement a 
l’occasion d’un examen. 

La particularité de ces productions est 
d’étre profondément ancrées dans le tissu 
amygdalien et de ne pouvoir en étre dé- 
taché a la pince qu’avec peine. 

Localisées dans le pharynx au niveau 
des amygdales palatines, elles sont égale- 
ment apercues au miroir, a la base de la 
langue, en avant de l’épiglotte. 

Si parfois elles n’ont pas tendance a 
l’extension, chez certains sujets, elles se 
multiplient et finissent par essaimer sur 
V’amygdale linguale au point de provoquer 
une géne qui rappelle le syndrome de 
paresthésie pharyngée avec ]’élément d’an- 
xiété que s’ajoute en général a ces troubles. 

La mycose pharyngée n’est pas admise 
par tous les auteurs et le tableau qui le 
symbolise trés familier aux laryngologis- 
tes, est souvent désigné sous le nom de 
pharyngo-kératose. 

Le Dr. Baldenweck la met en doute dans 
son article de l’Encyclopédie Médico-Chi- 
rurgicale (1950). Le Professeur Maduro 


I" mycose pharyngée fut décrite par 
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la réfute dans une publication de la Presse 
Médicale et dans son traité de Pathologie 
de l’amygdale (Masson Editeur, Paris). 

A vrai dire cette contestation est de date 
fort ancienne et déja peu aprés la descrip- 
tion de Frankel, Hamm et Torhost suppo- 
saient que le leptothrix ainsi que des co- 
lonies microbiennes n’étaient que des 
agents secondaires greffés sur une inflam- 
mation chronique de la muqueuse. Les 
premiers, ils avaient signalé une Kératin- 
isation épithéliale qui donnait naissance 
aux ilots blancs et ils avaient proposé de 
désigner cette affection sous le nom de 
“Kératose pharyngienne.” 

Depuis cette époque, le probléme n’a 
jamais été définitivement résolu, car on 
n’a point trauvé la cause de la dégénéres- 
cence locale de |’épithélioma amygdalien. 
L’hypothése d’une avitaminose ou d’une 
infection gastrointestinale, déja évoquée 
par Hamm et Torhost n’a pu étre con- 
firmée. 

Les arguments contre les mycoses ne 
manquent pas: l’absence de filaments my- 
céliens dans les prélévements, l’échec de 
liode et des iodures en application ou par 
voie générale s’opposent a la notion d’un 
processus hyperplasique qui dépasse la 
couche épithéliale et intéresse la capsule 
conjonctive ot l’on observe parfois une 
transformation cartilagineuse. 

Cependant l’observation clinique nous 
engage a une certaine réserve a l’égard de 
la conception exclusivement keratosique de 
la mycose pharyngée. 
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Elle est constatée souvent chez |’enfant 
ou on ne peut invoquer un état inflam- 
matoire ancien avec hyper kératose con- 
sécutive. Elle donne lieu parfois 4 cet age 
a une dissémination vers la base de la 
langue qui contraint 4 une exérése de 
V’amygdale, considérée, judicieusement 
semble-t-il, comme le foyer initial et dont 
ablation favorise la guérison. 


On a observé aussi la propagation de 
clous mycosiques aux voies aériennes et 
digestives supérieures. Wright en a décrit 
sur le cornet inférieur, Wolff dans le naso- 
pharynx, Dubler dans le larynx, le pharynx 
et l’oesophage. 

Sans doute peut-on admettre qu’une mu- 
queuse du type respiratoire peut subir par 
inflammation ou dystrophie une méta- 
plasie, mais la multiplication en foyers dis- 
séminés, de productions mycosiques donne 
plus de vraisemblance a une colonisation 
mycélienne. C’était l’opinion émise par 
Heryng, qui en 1884, parlait de mycose 
leptothrixique, 4 propos de localisations 
trachéales. Elles avaient été également 
signalées par Sichshorst et Spiess. 


En 1932 David (de Galatz), (Revue de 
Laryngologie p. 339) rapporte l’observa- 
tion trés détaillée d’un jeune homme de 
18 ans, qui était venu le consulter pour 
crachats hémoptosiques. On le crut atteint 
de tuberculose pulmonaire en raison de la 
toux et de fiévre élevée. 

Sur le pole inférieur de l’amygdale 
gauche on apercevait 4 a 5 points myco- 
siques. 

La trachéoscopie fit découvrir sur une 
muqueuse rouge une série de points blancs, 
saillants et nacrés, trés denses surtout, sur 
la paroi antérieure. L’examen des préléve- 
ments montra un épithélium pavimenteux 
stratifié avec kératinisation de la couche 
superficielle; flore microbienne abondante 
en bacilles de Gram positif d’aspect diph- 
téroide. 

Le raclage des points blancs du pharynx 
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avait donné des pseudo-diphtériques et des 
Leptothrix. 

Une trachéoscopie ultérieure avait per- 
mis de retrouver dans le mucus des cul- 
tures pures de Leptothrix. 


Le traitement instauré: Iode, argent, 
bismuth, avait entrainé la diminution pro- 
gressive des touffes mycosiques; mais il 
semble que ce fut surtout la Roentgen- 
thérapie qui réalisa le nettoyage de ia 
muqueuse, jusque-la infiltrée et tapissée de 
points blancs au point qu’on né distinguait 
pas les anneaux de la trachée. 

La guérison clinique complete fut ob- 
tenue. David considére ce cas comme un 
exemple de mycose leptotrixique a locali- 
sation trachéale. 

Relatant au début de sa publication les 
réserves exprimées sur le réle des éléments 
mycéliens, il termine en considérant que 
peut-étre le Leptothrix n’est qu’un enva- 
hisseur, secondaire sur une muqueuse irri- 
tée par une inflammation chronique. 

La kératose serait favorisée par un 
terrain prédisposé. En résumé, trois fac- 
teurs s’associeraient pour constituer la 
mycose: le terrain, un foyer infectieux 
local, le Leptothrix. 

Si la part que joue le Leptothrix dans 
la dégérescence de |]’épithélium est incer- 
taine, sa présence au niveau des produc- 
tions kératosiques n’est pas douteuse et 
elle est assez fréquemment observée pour 
peu qu’on se donne la peine de la recher- 
cher. 

Je l’ai observée personnellement dans 3 
cas récents dont je vais relater briévement 
Vhistoire. 

Un enfant de 11 ans, fils de médecin, qui 
jusque-la n’avait présenté aucun accident 
pharyngé, a vu apparaitre, en cours d’hiver 
1954, a la surface de ses amygdales une 
série de touffes blanc-jaunatre implantées 
dans ses cryptes. Une intervention fut 
décidée pour la fin de |’année scolaire, pour 
ne pas interrompre les études. Mais la 
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prolifération des points blancs fut telle 
qu’on en fit un prélévement. I] montra des 
éléments mycéliens: Leptothrix. Un traite- 
ment local iodé fut installé, fidélement 
suivi. Cela n’empécha pas la propagation 
a la base de la langue qui devenait génante. 
Je dus procéder au cours des vacances de 
Paques a l’amygdalectomie, qui entraina 
la régression et la disparition de l’amygda- 
lite linguale. 

Une jeune femme de 24 ans, indemne 
d’un passé amygdalien, s’est reconnue at- 
teinte de mycose, contrélée aussi micro- 
scopiquement. Désirant éviter les séances 
de diathermo coagulation que je lui avais 
proposée, elle s’est soumise 4 des badigeon- 
nages intensifs de “Mycodecil,” fungicide 
a base d’acide undecynélique, qui eurent 
raison définitivement de l’amygdalite a 
Leptothrix. 

Une malade de 48 ans, atteinte de rhume 
des foins, avait bénéficié de quelques 
séances de phenolisation nasale, quelques 
mois auparavant. Elle revint me consulter, 
ayant apercu, depuis quelques jours, sur 
sa gorge des filaments longs ét épais, qui 


Colonies de Leptothrix prélevées sur les amygdales de Madame P, 48 ans atteinte de mycose pharyn- 
gée et génitale. 





DESPONS: MYCOSE PHARYNGEE 


prenaient un développement trés envahis- 
sant. 

Je prélevais 4 la pince un fragment de 
muqueuse avec son clou. Le laboratoire 
me rendit compte de la présence de Lepto- 
thrix sur les coupes et les frottis. En joig- 
nant les microphotographies que nous re- 
produisons, le méme laboratoire signalait 
que cette personne était atteinte de vagi- 
nite mycosique a Leptothrix; des éléments 
mycéliens identiques avaient été antérieu- 
rement découverts sur les frottis de sécré- 
tion génitale, 

Trois séances de diathermie suffirent a 
déterger les amygdales d’une véritable 
forét de poils mycosiques. 

L’étrangeté de cette affection, mysté- 
rieuse dans son étiologie, s’accroit de la 
bizarrerie de ses réactions 4 la théra- 
peutique. 

S’il s’agissait d’un simple ensemence- 
ment mycélien, les applications iodées ou 
divers fungicides, suffiraient 4 le détruire. 
Or il n’en est rien la plupart du temps. 
Chez l’enfant, les collutoires les plus 
divers, y compris le “Mycodécil,” ont été 
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largement appliqués, sans résultat. L’ex- 
tension se poursuivait aussi bien sur le 
pharynx que sur la base de la langue. 

Il en a été de méme chez un bébé de 20 
mois ou une amygdalite caséeuse, avec 
moules indurés et incrustés, révéla a la 
fois du staphylocoque et du Leptothrix. Le 
staphylocoque ne céda pas aux antibi- 
otiques locaux et généraux. Les clous my- 
cosiques résistérent a l’iode. 

Par contre la diathermocoagulation est 
reconnue comme un procédé actif et de 
souveraine efficacité. Tous les auteurs la 
préconisent. Dans I’Encyclopédie Médico- 
Chirurgicale, elle est prénée aussi bien par 
les sceptiques, pour la Pharyngo-Kératose 
(Dr. Baldenweck), que par les orthodoxes, 
pour la Mycose (Dr. Gaston). 

Quand on sait combien est difficile et 
décevant le traitement diathermique des 
amygdales cryptiques et caséeuses, géné- 
ratrices d’abcés ou de poussées articulaires 
et rénales, on demeure un peu surpris du 
succés rapide de la méme méthode en 
matiére de Pharyngo-Kératose. 

La Roentgenthérapie, la Haute-Fré- 
quence n’ont-elles pas une action élective 
sur la colonie microbienne ou parasitaire? 

Le résultat de l’exérése chirurgicale des 
amygdales palatines, suivies de ]’arrét de 
propagation des “clous Kératosiques” vers 
l’amygdale linguale, et bien vite, la dis- 
parition de cette localisation, laisse sup- 
poser aussi la destruction d’un foyer de 
dissémination. 

L’inoculation est peut-étre accidentelle 
et fortuite, favorisée par des circonstances 
de terrain ou d’organe, mais son role n’est 
probablement pas négligeable et son iden- 
tification est indispensable. 


RESUME 


La mycose pharyngée fut décrite par 
Frankel en 1873 et attribuée au Lepto- 
thrix. 
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Mais dés cette publication, les auteurs 
allemands (Hamm, Torhost, Siebermann), 
mirent en doute le facteur parasitaire et 
insistérent sur les lésions épithéliales de 
la muqueuse amygdalienne, aboutissant a 
une “Kératose.” 

Les auteurs francais (Dr. Baldenweck, 
Prof, Maduro) contestent la mycose et lui 
substituent le nom de Pharyngo-Kératose. 

Il convient cependant de retenir l’opin- 
ion de laryngologistes avertis qui ont décrit 
des propagations de Leptothrix 4a la 
trachée. 

La mycose est fréquente chez le jeune 
enfant. Les filaments de Leptothrix sont 
souvent retrouvés dans les “clous Kéra- 
tosiques.” 

Enfin le traitement de la mycose par les 
méthodes physiques semble plus facile que 
celui des inflammations chroniques habi- 
tuelles de l’amygdale palatine. 


SUMMARY 


Pharyngeal mycosis was described by 
Frankel in 1873 and was attributed to 
Leptothrix infestation. The German au- 
thors Hamm, Torhost and Siebermann, 
however, expressed doubt as to the para- 
sitic factor and insisted that the disease 
was due to lesions of the tonsillar mucosa, 
resulting in keratosis. Certain French au- 
thors (Baldenweck, Maduro) objected to 
the term “mycosis” and substituted ‘‘Pha- 
ryngokeratosis.” Some, nevertheless, re- 
main in agreement with various laryngol- 
ogists who have described the propagation 
of Leptothrix in the trachea. 

The disease occurs frequently in young 
children. The filaments of Leptothrix are 
often discernible in the keratotic lesions. 
Treatment would appear to be simpler 
than that of chronic inflammations of the 
tonsils and palate. 
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par Compression du Troisieme Ventricule 


G. JULES VERNE, M.D. 
PAPEETE, TAHITI 


population entiére des Etablissements 

Francais de |’Océanie ne doit guere 
exceder soixante mille 4mes. Et, cepen- 
dant, a cété d’un bilan sanitaire satisfai- 
sant en général on y rencontre une diver- 
sité pathologique assez remarquable. 

Voici, a ce propos, l’histoire d’un habi- 
tant de Taravao, dont l’aventure vient de 
trouver, a Honolulu, son épilogue, un épi- 
logue honorable, sans doutemais que des 
moyens d’investigation plus précis nous 
auraient permis d’écrire plus tot et de plus 
heureuse maniére. 

Le début progressif, de l’histoire clinique 
de Tuaiva T......... , cultivateur, 4gé de 41 
ans, parait remonter a deux ans environ, 
par des céphalées transitoires, a localisa- 
tion essentielle fronto-orbitaire gauche, 
sourdes, exacerbées au début de la nuit, et 
nettement accentuées par l’effort et les 
mouvements de la téte. 

En meme temps, apparait avec la perte 
de l’appétit, un amaigrissement progressif. 

Les choses demeurent en ]’état pendant 
six mois environ, puis, de transitoires, les 
céphalées deviennent permanentes, ac- 
compagnées de sensations de battements, 
cependant que l’acuité visuelle demeure 
intacte. 

En janvier 55, l’evolution parait se 
précipiter: l’acuité visuelle décline rapide- 
ment a G, tandis que les céphalées, de plus 
en plus intenses, ne laissent au malade 
aucun répit. L’apparition, en février.de 
sensation de déséquilibre, décide le malade 


| E territoire tahitien n’est pas grand: la 
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a se présenter 4 la Consultation de |’H6pi- 
tal de Taravao (Dr. Castorene), of un 
syndrome d’hypertension intracranienne, 
cliniquement suspecté est biologiquement 
confirmé par une dissociation albumino- 
cytologique du L. C. R. 

Une stase papillaire bilaterale, reconnue 
a la Consultation Ophtalmologique de 
l’Hopital de Papeete, decide de |’hospitali- 
sation du malade dans cette formation, le 
15 mars 1955. 

Une enquéte rapide dans les antécédents 
du malade ne revéle, en dehors d’une frac- 
ture de la jambe droite dans |’enfance et 
de la clavicule gauche a |’Age de 37 ans, 
que la notion d’Asthme dont le malade 
souffre depuis l’Age de 10 ans. 

Aucun élément notable dans le passé 
pathologique de ses parents ni de ses col- 
latéraux: aucune notion d’acromégalie, en 
particulier. 

A Yentrée, le malade est apyrétique, se 
plaignant seulement de céphalées inces- 
santes qui seront d’ailleurs rapidement 
calmées par le sulfate de Magnésie. 

L’examen du malade révéle que son 
acuité visuelle est égale 4 0,7 a dr mais 
seulement a 0,4 a gauche. 

La tonométrie montre une tension ocu- 
laire égale a 25 des deux cotés! 

Les réflexes pupillaires sont paresseux, 
tandis que la transparence des milieux 
réfringents est normale. 

L’examen du F.O montre: 

1) a droite: Le disque apparait soulevé 
par l’oedéme qui déborde largement les 
frontiéres et ondule en plis la rétine péri- 
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papillaire, en particulier au niveau du seg- 
ment temporal. 

D’importantes suffusions sanguines 
marbrent le segment nasal de la papille en 
débordant sur le segment temporal et sur- 
tout sur la région péripapillaire nasale. 

Le segment temporal du disque apparait 
rosé, parcouru d’une fine arborisation 
capillaire et ponctué de points réfringents. 

Les vaisseaux sont relativement rares, 
mais, si les veines ne montrent qu’un degré 
discret de dilatation, le calibre artériel 
apparait considérablement réduit: artéres 
et veines décrivent une large boucle pour 
enjamber les plis rétiniens péripapillaires. 

La rétine interpapillomaculaire révéle 
une infiltration oedémateuse tandis qu’une 
macula framboisée aux reflets accentués 
centre une région périmaculaire grisatre, 
infiltrée d’oedéme. 

La T.a.r. est a 120 et, fait remarquable, 
on n’observe pas de signe du croisement. 

2) a gauche: On observe le méme as- 
pect, mais nettement moins prononcé. 
L’oedéme papillaire et surtout péripapil- 
laire est infiniment plus discret. On peut 
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ainsi mettre en évidence, a coté d’un seg- 
ment nasal du disque encombré également 
de suffusions sanguines, un aspect cireux, 
d’allure atrophique, du segment temporal. 

La T.a.r est a 140. 

L’examen du Champ visuel aurait di 
étre particuliérement instructif. Mais, en 
raison de l’installation tres récente du 
service, nous ne disposons pour |’instant 
que d’un Landolt trés primitif. 

L’étude des schemas périmetriques, pour 
grossiére qu’elle soit, permet cependant de 
mettre en evidence un retrécissement con- 
centrique du champ. 

Le déficit est surtout accusé du cdté 
nasal dans chacun des champs sans que 
l’on puisse pour autant parler d’hémianop- 
sie binasale. 

L’examen radiologique apporte un cer- 
tain nombre de précisions indispensables. 
Les clichés de profi] montrent un important 
agrandissement de la selle turcique, sur- 
tout au profit de sa portion postéroinféri- 
eure. On observe la disparition des apo- 
physes clinoides postérieures et la destruc- 
tion de la lame quadrilatére. Cet 
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agrandissement de la selle semble s’étre 
fait de facon asymétrique si l’on en juge 
par l’image du double fond obtenue sur les 
clichés de profil. Le recoupement des 
clichés en incidence menton-vertex plaque 
(Hirtz) et du cliché de profil permet d’en- 
visager un refoulement du fond de la 
selle plus accusé du cé6té gauche. Si |’on 
suit en effet, le dessin des deux loges du 
sinus sphénoidal asymétriques, la loge 
gauche s’étend plus en arriére que la loge 
droite. Le cliché de profil montre en outre, 
une exagération des sillonsdes artéres 
méningées moyennes, sillon plus marqué 
et plus sinueux 4 gauche qu’a droite! 

Sur le cliché de face, on observe un cer- 
tain voile de la région ethmoido-frontale 
et une trés mauvaise visibilité de la fente 
sphénoidale gauche, que confirme d’ailleurs 
lincidence radiographique par les trous 
optiques: ces derniers ne paraissent ni 
agrandis, ni détruits. 

On peut encore tirer de l’examen radio- 
graphique d’autres enseignements: La 
voite cranienne est épaissie sur toute son 
étendue et en particulier au niveau de la 





paroi antérieure des sinus frontaux. 

Les clinoides antérieures apparaissent 
allongées et hypertrophiées avec un de- 
veloppement un peu exagéré du tubercule 
de la selle (bec acromégalique). 

Les radiographies des mains montrent 
un élargissement des houppes phalangét- 
tiennes dont les bords tendent a se pro- 
longer par de petites épines dirigées vers 
le haut tandis que les bases des phalan- 
gettes sont également élargies et prolon- 
gées par des épines recourbées en bas et 
fuyant l’articulation, manifestations clas- 
siques de l’acromégalie (Dr. Laplane). 

L’examen cochléaire estrassurant: voix 
chuchotée percue 4 5m des deux cotés! 
Quant a l’examen vestibulaire, il ne revéle 
pas de déficit labyrinthique systématisé, Si 
le Romberg et surtout le Romberg sensi- 
bilisé sont ébrieux, on ne note pas de ten- 
dance a la chute systématisée. Les épreu- 
ves de l’indication ne trahissent aucune 
déviation: il n’y a pas de nystagmus spon- 
tané. On peut, en revanche, noter un degré 
accentué de dysmétrie des deux cétés. 
Nous avons demandé, pour compléter 
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notre enquéte clinique, un bilan neurolo- 
gique, dont les résultats peuvent etre ainsi 
schématisés (Dr. de Jaurreguibery). 

a) Motricité: La motilité spontanée 
parait normale: dicréte diminution de la 
force musculaire au membre inferieur 
droit que l’on peut sans doute rapporter a 
la fracture ancienne. I] n’existe pas de 
mouvements anormaux, notamment pas de 
tremblement, ni de clonies. Pas de modi- 
fication du tonus. 

b) Sensibilité subjective : quelques four- 
millements au niveau des mains, surtout 
la nuit. 

Sensibilité objective: La sensibilité su- 
perficielle parait emoussée au niveau des 
membres supérieurs, au tact et a la dou- 
leur. Aucune anomalie de la_ sensibilité 
profonde ne peut étre mise en évidence. 

c) Réflexes ostéo-tendineux générale- 
ment un peu vifs. 

Réflexes cutanés normaux: Pas de Ba- 
binski, en particulier. 

d) Ni incontinence, ni rétention au ni- 
veau des sphincters. 

e) Trophicité et vaso-moticité normales. 

f) Les paires craniennes ne revélent 
aucun déficit notable, a l’exception natu- 
rellement du II. Peut-étre peut-on noter 
une allégation de fourmillements dans le 
domaine du V, au niveau de l’hémiface 
gauche! 

g) Pas de signes de la série extra-pyra- 
midale. 

h) Du point de vue cérébelleux, une 
dysmétrie deja notée. 

i) Les gnosies et praxies sont normales. 

j) Quant aux enveloppes, il convient de 
noter une artére temporale gauche nette- 
ment visible et flexueuse. Pas de signes 
meningés a proprement parler: il faut 
toutefois noter que le sujet se plaint de 
fréquentes douleurs a la nuque. 

k) Fonctions intellectuelles, affectives 
et comportement normaux. 

L’examen systématique des autres ap- 
pareils n’a revélé aucune lésion clinique- 
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ment ou radiologiquement décelable: la T. 
a.h est a 14,5/9 et il n’existe pas de signes 
cliniques nets de la série diencéphalo-hypo- 
physaire. 

Quant au bilan humoral, il peut se ré- 
sumer de la maniére suivante: 


Hémogramme: 

Numeération rouge .............. 5 200 000 
ED ical pctiaicsine 70% =—12 gr 
Numération blanche ................ 12 000 
Ee eee E ae 55 

eee oe Seid 4 

NE ditt ncidaniicacne ess 1 
nee Le 37 
Urée dans le sang................ 0,30 gr%o 
| eee: 0,96 gr%o 


Examen du L.C.R liquide eau de roche 
1,3 lymphocyte au mm3 


DNS Sidon caeenee 0,70%0 
Se AUER SE OE CREE ET 0,40%0 
CRI icine ee 7,31%0 


L.C.R enjet a la P.L 

Le potentiel, d’investigation de l’Hopital 
de Papeete est malheureusement epuisé 4 
ce stade de l’enquéte et nous prive d’entre- 
prendre un certain nombre de recherches 
dont la nécessité est cependant évidente: 
artériographie, encéphalogramme. 

Reconnaissons, malgré tout, que les seuls 
examens clinique et radiographique sont 
éloquents et paraissent localiser avec suf- 
fisament de précision le siége de la lésion 
au niveau de |’étage anterieur du crane. 

Nous nous trouvons, en effet, en pré- 
sence d’un malade porteur d’une stase 
papillaire bilatérale, cependant plus ac- 
centuée d’un cété, tandis que |’autre révéle 
l’existence d’un processus atrophique con- 
temporain: rien n’empéche d’imaginer 
qu’il s’agit d’une atrophie post-stase en 
voie d’organisation. Mais l’image ressem- 
ble assez étrangement a l’aspect que 
Schultz-Zenden décrivit pour la premiére 
fois 4 propos d’une tumeur épidermoide du 
lobe frontal et dont Foster-Kennedy, aux 
alentours des anneés 1915, devait donner 
la systématisation topographique, 
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Nous y retrouvons l’atrophie optique 
cireuse et l’amblyopie ipsilaterales en toile 
de fond, et l’oedeme papillaire devant la 
rampe; une stase papillaire contralatérale 
qu’accompagne une acuité visuelle agres- 
sée, mais cependant mieux conservée, con- 
temporaines d’un stade deja avancé de 
l’affection. 

Les déficits du champ visuel, chez notre 
malade, ne sont sans doute pas classiques: 
mais, peut-étre, faut-il se garder d’un es- 
prit de systéme trop rigide et admettre 
l’existence d’une large marge de sécurite, 
quant aux atypies périmetriques. Nous 
nous efforcerons d’ailleurs, d’en démonter 
tout a l’heure, le mécanisme. 

L’examen général et neurologique est 
assez discret. Mais la radiographie en re- 
vanche, est prodigue de renseignements: 
double-fond sellaire, érosion des clinoides 
posterieures et de la lame quadrilatére, bec 
acromégalique, déformations osseuses au 
niveau des mains, et de la voute, on nous 
conduit par la main vers un diagnostic 
d’adénome éosinophile de l’hypophyse. 

C’est evidemment l’une des hypothéses 
a considérer, mais sans enthousiasme: il 
n’est pas d’usage qu’une tumeur hypophy- 
saire, 4 ce stade de son développement, soit 
aussi silencieuse du point de vue endocri- 
nien, pour se manifester seulement par 
une série de déformations osseuses que ]’on 
peut, au demeurant, retrouver dans le 
cours d’autres affections. 

Les lésions observées au niveau des 
clinoides postérieures et de la lame quadri- 
latére peuvent parfaitement n’étre que le 
résultat de l’hypertension intracranienne. 
L’épaississement des os de la voiite, le bec 
acromégalique sont volontiers décrits au 
cours des meningiomes... enfin, l’image de 
double-fond sellaire est sujette a interpré- 
tation: elle n’est, de toute maniére, qu’un 
élément dans |’ensemble du tableau. 

Mais justement, le tableau etait assez 
homogéne, du point de vue radiologique 
tout au moins, pour qu’il soit délicat de 
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rayer, de propos deliberé, |’eventualité de 
V’hypothése hypophysaire. 

Les altérations périmetriques et ophtal- 
moscopiques, a leur tour, etaient loin de 
venir etayer ce diagnostic: alors que les 
tumeurs intrasellaires donnent surtout des 
modifications symétriques et typiques, on 
assistait, chez notre malade, a un déficit 
des champs sur tous les axes, avec, peut- 
étre, une accentuation élective au niveau 
de l’hemi-champ nasal, des deux cotés. 

Enfin, ’hypertension intracranienne, la 
stase papillaire melée d’atrophie optique 
ne son pas du cortége habituel des proces- 
sus intrasellaires qui aboutissent plus 
volontiers 4 une atrophie optique a bords 
nets, aprés un stade intermédiaire de 
décoloration du segment temporal! 

Ces mémes considerations, en revanche, 
plaident avec assez d’insistance en faveur 
de la localisation supra-sellaire de la com- 
pression ... sans nous arreter trop longue- 
ment sur l’hypothése d’un craniopharyn- 
giome, en raison de l’age du sujet et de 
l’absence totale de symptomatologie endo- 
crinienne, sans trop nous attarder non 
plus a considerer |’eventualité d’un ménin- 
giome du bulbe olfactif ou d’une tumeur 
du lobe frontal, nous avons pensé que la 
longue histoire d’algies a localisation élec- 
tive, suivies de baisse de l’acuite visuelle, 
la constatation d’un syndrome de Foster- 
Kennedy et d’une hypertension intracra- 
nienne considerable, |’allure des déficits 
perimetriques, la presence enfin des lesions 
objectivées radiologiquement au niveau de 
la selle et de la fente sphénoidale gauche, 
nous autorisaient a limiter le choix du 
diagnostic a l’eventualite d’un meningiome 
supra-sellaire, d’un anévrysme sacculaire 
supra-clinoidien, voire d’un meningiome 
de la petite aile a développement en hau- 
teur. 

En nous réservant, mais pour notre seul 
confort intellectuel, de n’étre pas trop 
surpris si l’intervention de vait faire la 
preuve d’une lésion hypophysaire évoluant 
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au dessus et en dehors du chiasma aprés 
avoir brise le cadre sellaire. 

Une artériographie nous aurait sans 
doute permis de faire le point: en son ab- 
sence le tableau clinique etait assez élo- 
quent pour imposer l’intervention. 

Le Dr. Ralph B. Cloward, neuro-chi- 
rurgien a Honolulu, a qui nous avons pu 
adresser notre malade dans des délais rai- 
sonnables, a bien voulu nous raconter dans 
le detail, son intervention. 

A son arrivée aux Hawai, le malade 
etait aveugle de O.G et ne discernait, de 
O.D, que les mouvements de la main. Con- 
vaincu a son tour, de la localisation dans 
étage antérieur du crane, du siége de la 
lésion et en raison de la perte fonctionnelle 
de O.G, le Dr, Cloward commencait son 
intervention par une craniotomie frontale 
gauche, a l’aide d’un petit volet au niveau 
du front. Mais, dés l’ouverture de la dure- 
mére, le cerveau se revelait infiltré d’oedé- 
me au point que 12 On devait renoncer a 
soulever le lobe frontal pour exposer la 
région chiasmatique. 

Un volet supplémentaire, postérieur au 
premier, permettait de decouvri: tout le 
lobe en avant de la coronal suture mais 
devant l’impossibilité renouvelée de le mo- 
biliser, on devait se résoudre 4 en amputer 
le pole antérieur. Le soulévement du lobe 
devenu ainsi réalisable, laissait découvrir 
une région chiasmatique libre de toute 
formation néoplasique, tant intra que 
supra ou laterosellaire. Mais, en revanche, 
on pouvait observer une tuméfaction d’al- 
lure kystique venant d’en arriére pour 
enjamber le chiasma optique et qui devait, 
a louverture, se révéler le plancher du 
troisiéme ventricule. 

A la suite de |’intervention, le malade 
était hémiplegique du cété droit pendant 
4 jours; et aprés une tentative infructu- 
euse d’encéphalographie, on décidait de 
pratiquer une artériographie carotidienne 
G qui montrait la présence d’une volumi- 
neuse lésion située au centre du cerveau, 
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a G de la ligne médiane et dont le dessin 
vasculaire était caractéristique d’un mé- 
ningiome. 

Dés l’ouverture, au cours d’une deuxiéme 
intervention d’un volet plus postérieur 
atteignant en arriére la suture lambdoide, 
on découvre les frontiéres de la tumeur, 
en relation avec la faux et la dure-mére. 
La neoplasie était enlevée aprés cautéri- 
sation de son pédicule. 

L’amélioration, immédiate, permettait a 
notre malade de rejoindre Tahiti au bout 
de 1 mois et de subir un dernier séjour 
hospitalier pour une série d’implantations 
sous-conjonctivales de Placenta. 

Son bilan ophtalmologique actuel montre 
une récuperation de |l’acuité visuelle im- 
portante a Dr, puisqu’elle atteint 0,4, dé- 
sormais, tandis qu’a G elle reste limitée a 
1/20e. La tension oculaire est normale des 
deux cétés et si, s G, l’aspect du champ 
visuel demeure superposable a ce qu’il 
était avant l’intervention, a Drite, en re- 
vanche, on peut noter un élargissement 
relativement important des limites du 
champ qui atteignent désormais 250 sur 
chaque axe et 300 sur l’horizontal tem- 
poral. 

Le F.O montre, 

a G. une teinte cireuse du disque, dont 
les frontiéres sont désormais mieux des- 
sinées encore qu’il persiste un léger flou a 
leur niveau. 

Les plis rétiniens péripapillaires ont 
disparu, cependant que les vaisseaux de- 
crivent encore quelques amples flexuosites, 

I] n’y a plus d’hemorragies. 

a Dr. une coloration blanc rosé du disque 
dont les bords sont encore imprécis. La 
récuperation de l’acuité visuelle aprés que 
la compression ait été levée a G, laisse 
espérer que l’on évitera la constitution 
d’une atrophie post-stase définitive. 

On peut encore observer quelques bou- 
cles vasculaires mais ici comme a G, toute 
suffusion sanguine a disparu. 
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La T.a.r, est a 40 des deux cdtés. 

Du point de vue neurologique enfin et 
bien que la résection frontale ait porté, 
partiellement tout au moins, sur Il’aire pré- 
frontale des physiologistes, les séquelles 
mentales et psycho-motrices demeurent 
assez discrétes : 

Peut-étre peut-on noter une atteinte de 
laffectivité se traduisant par quelque 
indifférence, et de la volonté, par une cer- 
taine suggestibilité . . . mais ni les fonc- 
tions moésiques—tant la mémoire de fixa- 
tion, que spatiale ou didactique — ni 
lactivité du jugement ne paraissent per- 
turbées. 

Peut-étre aussi peut-on objectiver une 
altération discréte de |’équilibration au 
cours de la marche, mais paraissant evo- 
quer davantage, encore que légérement, la 
notion d’apraxie plutot que d’ataxie fron- 
tale. 

Il s’agissait donc, en definitive, d’un 
meningiome de la faux du cerveau et de la 
dure-mére, responsable d’hydrocéphalie in- 
terne et de compression du Nerf optique 
G. par le plancher d’un troisiéme ventri- 
cule dilaté. 

Le cas est sans doute a inscrire a la suite 
de ceux publiés par Cusik des 1939 et plus 
récemment par Sourdille. 

C’est dans cette eventualité que les défi- 
cits périmetriques presentent croyons- 
nous, les aspects les plus variés: quelque 
soit le siége de la lésion originelle, la com- 
pression au niveau du chiasma et des nerfs 
optiques par un ventricule dilaté s’exerce 
d’en dessus et d’en arriére. On peut ainsi 
observer, parmi les aspects les plus fré- 
quents soit hémianopsie temporale, si la 
compression est médiane, soit un scotome 
paracentral si les fibres maculaires, situées 
a la partie postérieure du chiasma sont 
plus électivement atteintes. Ou encore, une 
hémianopsie homonyme lorsque les bande- 
lettes sont comprimées sur les communi- 
cantes postérieures ou enfin c’est le cas de 
notre malade, un déficit global a prédomi- 
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nance initiale binasale a la suite d’une 
compression directe du chiasma et un re- 
foulement des nerfs optiques contre les 
vaisseaux durs de la partie antérieure du 
cercle de Willis... 

D’une maniére générale, il est rare d’ob- 
server un oedeme papillaire a la suite 
d’une compression au niveau d’un nerf 
optique, puisque l’on admet que la com- 
pression elle-méme empéche la pénétration 
du liquide cephalo-rachidien a l’intérieur 
des gaines nerveuses. Mais on peut et nous 
pensons que c’est ici le cas, |’observer 
comme |’expression d’une hypertension in- 
detracranienne, due au blocage du aque- 
duc de Sylvius et d’une hydrocephalie in- 
terne consécutifs au développement d’une 
tumeur suprasellaire. Cet oedéme papil- 
laire en surimpression d’un aspect unilaté- 
ral d’atrophie d’allure cireuse assez diffé- 
rent de l’image généralement reconnue au 
cours de l’atrophie optique simple de type 
descendant, l’oedéme papillaire contra- 
latéral isolé sont caractéristiques du syn- 
drome de Foster-Kennedy. 

Quant aux images radiographiques de 
destruction osseuse au niveau de la selle, 
il ne nous parait faire aucun doute qu’il 
faille les rapporter 4 la seule hypertension 
intracranienne. 

Peut-étre n’est-il pas inutile d’insister 
en terminant sur la valeur localisatrice 
eminente du syndrome de Foster-Kennedy, 
dont la constatation peut permettre de 
situer le siége de la compression au niveau 
de l’étage antérieur du crane. Reste a pré- 
ciser la nature de cette compression ... 

On a cité parmi les plus frequentes, ]’in- 
tervention d’une tumeur baso-frontale ou 
d’un abcés du lobe frontal (Schultz-Zeh- 
den, Gowers et Paton), d’un meningiome 
du bulbe olfactif ou du plancher de |’étage 
anterieur (Barre) d’un gliome de la partie 
intracranienne du nerf optique (Marche- 
sani) un anévrysme sacculaire de la caro- 
tide interne (Kennedy), une compression 
des nerfs optiques par un anévrysme fusi- 
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forme des carotides internes (Tassman) 
ou par les filéxuosites d’artéres sclerosées 
(Paufique) ... une arachnoidite chiasma- 
tique chronique (Yaskin et Alpers), une 
hydrécephalie interne, comme nous |’avons 
vu et enfin, plus récemment, une tumeur 
intrasellaire aprés rupture de son cadre 
(Blagojevic). 

On a, certes, longuement discuté sur la 
définition méme du syndrome de Foster- 
Kennedy et sur sa valeur de localisation 
topographique... 

D’un point de vue théorique, il semble 
qu’il faille, en effet, avec Guillot et Bona- 
mour, réserver le terme de Foster-Kennedy 
a l’aspect d’atrophie optique unilatérale et 
de stase papillaire contralatérale, sans 
déficit visuel; on pourrait cependant plai- 
der que lorsque le malade est vu alors que 
sa lésion a déja atteint un stade trés avancé 
de son développement et que la stase papil- 
laire est instalée depuis déja longtemps, 
l’acuité visuelle ait pu étre agressée du 
fait méme d’une stase papillaire pro- 
longée: et il ne parait pas légitime de vou- 
loir écarter du cadre du syndrome, les cas 
qui présentent une altération de l’acuité 
visuelle du cdté apposé a4 l’atrophie, pour 
la seule raison que cette acuité est altérée. 

Du point de vue de la valeur localisatrice, 
enfin, et aprés avoir fait la part des pseudo- 
syndromes de Foster-Kennedy d’origine 
vasculaire (Paufique) aprés avoir reconnu 
que la constatation d’un tel syndrome ne 
traduisait pas de maniére automatique, la 
présence d’une tumeur au niveau de |’étage 
antérieur du crane; il convient, croyons- 
nous, de préciser qu’il demeure révélateur, 
dans la grande majorité des cas, d’une 
compression a ce niveau. 

Dés sa constitution caractéristique, le 
syndrome est contemporain d’une hyper- 
tension intracranienne: il suggererait 
ainsi plus volontiers une lésion supra-sel- 
laire, ou, 4 tout le moins, une lésion intra- 
sellaire ayant brisé son cadre et se maquil- 
lant sous une symptomatologie d’emprunt. 
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Ou enfin, une lésion latero-sellaire a un 
stade avancé de son développement. 

L’allure clinique de |’affection, l’examen 
général et neurologique les examens com- 
plémentaires, radiographie, artériographie, 
encéphalographie prennent alors toute leur 
signification, encore qu’une élémentaire 
prudence soit de mise dans |’interprétation 
de leurs résultats, 

Mais le diagnostic précis, avec quelques 
chances de succés, ne peut dépendre que 
de la confrontation d’une importante 
masse de renseignements divers dont cha- 
cun en particulier, n’a sans doute qu’une 
valeur relative et dont l’ensemble méme 
ne pourra trop souvent que conduire vers 
une intervention dont on devra attendre la 
lumiére. 


RESUME 


Il s’agit d’un meningiome de la dure- 
mere et de la faux du cerveau comprimant 
le IIIe ventricule et cause d’hydrocephalie 
interne par blocage de l’aqueduc de Sylvius. 
Le plancher du ventricule dilate, enjam- 
bant le chiasma optique exercait a son tour 
une compression sur le nerf optique G, 
provoquant l’apparition d’un syndrome de 
Foster-Kennedy. 

L’intervention realisee par le Dr. Clow- 
ard a Honolulu, amenait la sedation im- 
mediate des symptomes subjectifs et la 
recuperation d’une acuite visuelle utilisa- 
ble. 

L’auteur passe en revue les diverses 
etiologies du syndrome et precise les dif- 
ferents elements du diagnostic, soulignant 
en particulier le polymorphisme des defi- 
cits perimetriques. I] insiste sur la valeur 
localisatrice eminente du syndrome de 
Foster-Kennedy, qui traduit la presence, 
non pas d’une tumeur mais d’une compres- 
sion au niveau de l’etage anterieur du 
crane: la presente observation temoigne 
que cette compression peut etre realisée a 
partir d’une tumeur a distance, par I’in- 














VOL. XXVII, NO. 2 


termediaire d’autres formations endocra- 
niennes, 


SUMMARY 


A meningioma of the dura mater and 
falx cerebri compressing the third ven- 
tricle and causing internal hydrocephalus 
by blocking the aqueduct of Sylvius, con- 
stitutes the object of this report. 

In this particular case the floor of the 
distended ventricle, encroaching upon the 
optic chiasm, also exercised a pressure on 
the left optic nerve and induced a Foster- 
Kennedy syndrome. 

Operation, performed by Dr. Cloward 
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in Honolulu, produced immediate allevia- 
tion of the subjective symptoms and re- 
covery of useful visual acuity. 

The various causes of the syndrome are 
reviewed and the diagnostic data specified, 
with particular emphasis on the poly- 
morphism of perimetric defects in such 
cases. It is stressed that the conspicuous 
value of localization of the Foster-Kennedy 
syndrome is to give evidence of pressure 
at the level of the anterior fossa, this pres- 
sure originating either from a space-tak- 
ing lesion at the level or, as in the present 
case, from a remote tumor through the 
channel of some intracranial component 
part. 











I have recently read, with mingled sadness and surprise, the declarations of some 
surgeons that anesthetics are needless luxuries, and that unendurable agony is the 
best of tonics. Those surgeons, I think, can scarcely have been patients of their 
brother surgeons, and jest at scars only because they never felt a wound; but if they 
remain enemies of anaesthetics after what you have written, I despair of convincing 
them of their utility . . . 


As for the fear entertained by some, that the moral good which accrues from suf- 
fering, and is intended by the Ruler of all to be secured by it, will be lost if agony 
is evaded by sufferers having recourse to anaesthetics, we may surely leave that to 
the disposal of Him who does all things well. The best answer to such complaints | 
have heard, was given by an excellent old lady to another, who was doubting whether 
any of the daughters of Eve were at liberty to lessen by anaesthetics the pangs of 
child-bearing: “You need not be afraid,” said the wiser lady, “that there will not be 
enough suffering in the world.” 

—Simpson 
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Flebodisector para Extraccion 


de la Safena Interna 


CARLOS MOLANO NINO, M.D. 
BOGOTA, COLOMBIA 


vengo practicando la extraccién de la 
vena safena interna, como trata- 
miento de las varices del miembro inferior, 
por medio de un flebodisector que he idea- 
do, que hace muy sencilla la intervencién 
quirtrgica, y con el cual extraigo la vena 
muy facilmente y en toda su integridad. 
Actualmente se esta acorde en que el 
tratamiento para las varices del miembro 
inferior que da mejores resultados, es el 
quirtigico, y se han descrito varias tecnicas 
operatorias entre las cuales estan: La 
tecnica de Robinson con inyeccién esclero- 
sante, muy bien descrita en el Dia Médico 
Argentino del 15 de julio de 1.948, por el 
Dr. Luis Armando Baglietto. La técnica 
del hilo de algodén que deja en el lumen 
del vaso el Profesor de la Facultad de 
Medicina de Bogota, Dr. Santiago Triana 
Cortés. Muchos cirujanos prefieren la ex- 
traccién de la safena interna, haciendo 
incisiones a lo largo de todo el vaso para 
extraerlo totalmente e ir visualisando las 
colaterales y asi poderlas ligar en su totali- 
dad. Con el fin de evitar largas incisiones 
para extraer la safena interna, se han 
ideado varios instrumentos: El] Dr, Carlos 
Alberto de Pierris, de Buenos Aires, de- 
scribe en the Journal of the International 
College of Surgeons, de octubre de 1.954, 
un flebodisector que le permite extraer la 
safena con el menor traumatismo; en el 


[ ) renee principios del afio de 1.953 
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mismo Journal de noviembre de 1.954, el 
Dr. Herbert D. Trace, de Chicago, describe 
un “Nuevo desgarrador venoso que pasa a 
traves de toda la safena sin necesidad de 
incisiones” ; vale anotar que con excepcién 
de dos pequefias incisiones, (una, en la re- 
gidn inguinal, y otra, en el tercio inferior 
de la pierna) y extrae la vena de arriba 
hacia abajo. 

El nuevo flebétomo o flebodisector que 
estoy usando, me ha permitido faciles 
extracciones de la vena, minimum de 
traumatismo, un corto post-operatorio sin 
inconvenientes, deambulacién precoz, in- 
capacidad laboral maxima de 20 dias. 

El] instrumento consta de una sonda 
metalica “a” de acero inoxidable, calibre 
24, maleable, de 1m. 20 cms. de longitud, 
con rosca en sus dos extremidades; una de 
éstas esta provista de una pequefia oliva 
conductora “b”, y la otra de la parte disec- 
tora “ce”, que no es otra cosa que una oliva 
en forma de copa, cortante en el Angulo 
externo de su borde, de 34 de pulgada de 
diametro, por 34, a 1 pulgada de longitud. 
Tanto la oliva conductora como la copa, 
pueden cambiarse e voluntad merced a la 
rosca. 

En un principio hice varias interven- 
ciones con copas de diferentes tamafios, y 
creo que la que da mejores resultados, es 
la de las dimensiones anotadas. También 
hice extracciones con copas que tenian su 
corte en su Angulo interno, en su Angulo 
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externo, o en la mitad del borde, pero con 
la que obtuve mejores resultados, fué con 
la copa que tiene su corte en el Angulo ex- 
terno del borde. Denomino el instrumento 
“Flebodisector de copa cortante.” 

Tecnica.—Incisi6n de Pratt, de 5 a 7 
ems. de longitud, paralela al pliegue ingui- 
nal y a unos 2 cms. por debajo, que tiene 
como centro la fosa oval. Se localiza pre- 
viamente la arteria femoral por palpacién. 
Al incidir la piel se encuentra la capa gra- 
sosa, y por debajo de ésta, la fascia de 
Richet, que es preciso seccionar con sumo 
cuidado para no herir elementos anatémi- 
cos subyacentes; en éste sitio se encuentran 
los ganglios superficiales de la ingle, que, 
cuando estan hipertrofiados, dificultan la 
clara visualisacién y diseccién de la safena, 
haciendo laboriosa su localizacién; se pin- 
zan y ligan algunos vasos que sangran; se 
mantienen separados los bordes de la 
herida, y por medio de una diseccién ob- 
tusa, con tijeras, se busca la safena hasta 
que es reconocida e identificada por sus 
caracteristicas. Luego se toma el vaso con 
pinzas de Kelly, se libera del tejido peri- 
venoso, levantandolo de su lecho, y entre 
dos pinzas Rochester, se secciona. Se man- 
tiene separado hacia arriba el borde supe- 
rior de la herida, se levanta el cabo proxi- 
mal de la vena y se va disecando con sumo 
cuidado a golpes certeros de tijera, o por 
medio de una pinza de diseccion sin garras. 
De este modo se identifican las colaterales 
mas constantes (circunfleja iliaca superfi- 
cial, subcuténea abdominal y pudenta 
interna), y se van seccionando entre dos 
ligaduras. Se reconoce la desembocadura 
de la safena en la femoral, localizando el 
ligamento de Allan-Burns, donde se hace 
una doble ligadura con hilo de algodén No, 
40, y se reseca la porcién venosa que sobra. 
El cabo distal se deja con la pinza de 
Rochester. 


Efectuado éste tiempo, se procede a la 
ligadura de la safena en la regién maleo- 
lar. Inmediatamente por delante y hacia 
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arriba del maléolo interno pasa la vena, 
que se ve y se palpa en la mayoria de las 
veces; alli se hace una pequefia incisién 
transversal, de 1 a 2 cms.; para no herir 
el vaso, se busca mediante diseccién ob- 
tusa, con pinzas de Kelly. Encontrada la 
vena, se la toma con una pinza de Kelly, 
se levanta, disecandola lo mas que se pue- 
da, tanto hacia arriba como hacia abajo, y 
se secciona entre dos pinzas; el] cabo distal 
se liga con el mismo hilo de algodon No. 40. 
El cabo proximal se repara con tres pinzas 
mosquito simétricamente puestas, y se in- 
troduce la sonda por la extremidad en 
donde se encuentra la pequejia oliva con- 
ductora, ia cual pasa con extrema facilidad, 
para salir por el cabo que se dejé reparado 
en la regién inguinal; se quita la pinza de 
Rochester y se repara con pinzas mosquito. 
Se lleva la sonda hasta que la copa llegue a 
la herida supramaleolar. Luego se procede 
a hacer la ligadura y la seccién de la mayo- 
ria de las colaterales, (no siendo indispen- 
sable ligar la totalidad, mediante pequefias 
incisiones que se hacen lo mas cerca posi- 
ble de la vena principal, identificada por 
la sonda. Si es necesario ligar y extraer 
un saco venoso, se hace en éste tiempo. 


Por Ultimo, se efecttia la fleboextrac- 
cién: se toma el labio superior de la herida 
maleolar con una pinza de Allis y se le- 
vanta para dar cabida a la copa, tratando 
de introducir la vena dentro de dicha copa; 
se mantiene fijo el borde de la herida con 
las pinzas de Allis, y se hala la sonda to- 
mandola por la extremidad en donde esta 
la oliva conductora, haciendo pequefios 
movimientos circulares. Con una suave 
tracci6n se logra extraer el vaso con la 
mayor facilidad. Se presenta una discreta 
hemorragia, que se controla poniendo un 
vendaje compresivo, una vez suturadas las 
heridas quirtrgicas. 

Como me ha sido mas facil la introduc- 
cién de la sonda de abajo hacia arriba, asi 
como la extraccién en éste sentido, es el 
método que prefiero. En algunas ocasiones 
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CGOPA-CON-CORTE 


COPA-CON-CORTE COPA-CON-CORTE 
EN- LA-MITAD 


EN-EL-ANGULO EN-EL- ANGULO 
EXTERNO- INTERNO 


1, introduccién de la sonda. 2, la copa cortante llega a la herida maleolar. 3, se ha inciciado la fle- 
boextraccién. La vena se introduce dentro de la copa. 


la sonda no sigue el curso de la vena prin- 
cipa, sino de una accesoria; en este caso se 
retira y después de dos o tres intentos se 


consigue que pase por la Juz de la safena 

interna. No he tenido caso alguno en el 

que la sonda se detenga, haciendo imposi- 
250 
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ble la extraccién y necesario el practicar 
incisiones para extraer el vaso en dos o 
tres tiempos. El corte de la copa va dise- 
cando el tejido perivenoso y seccionando 
las colaterales ; la vena se introduce dentro 
de la copa, a excepcién de su cuarta parte 
superior, de tal suerte que sale limpia, 
(pelada), y se tiene la impresién de que ha 
dejado un tunel pequefio, se ha hecho un 
traumatismo minimun, y la hemorragia es 


MOLANO NINO: FLEBODISECTOR 


ciones que lamentar, y los pacientes dejan 
el Hospital a los seis u ocho dias. 


SUM MARY 


The author presents descriptions and 
drawings of a new phlebodissector he has 
found useful in excision of the internal 
saphenous vein. His operative -technic is 
described in detail, with instructions as to 
the proper use of the phlebodissector. 


despreciable. Nunca he tenido complica- 
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Editorials 





An Ophthalmic Surgeon in Tahiti 


one striking characteristic, geo- 

graphically speaking: the seemingly 
infinite dispersion of islands over a ter- 
ritory twice as large as France itself. In 
legend and lyric Oceania has innumerable 
charms; one remembers the gifted authors 
who have sung her praises, from Pierre 
Loti to James Norman Hall. Who that has 
ever read of Polynesian life can forget the 
polychrome splendor of the corals, the 
eternally renewed ply of light upon sand 
and water, or the suggestion that on some 
soft and heady evening, with proper 
(female) companion, the music of the 
ukulele may awaken in both the rhythms 
of eternity, a simplicity as deep and end- 
less as truth itself? 

I am not sympathetic to systematic 
seekers of inspiration, but it is true that 
a combination of events or the pursuit of 
a simple objective with another human 
being may bring forth the sort of time- 
less emotion that a talented interpreter 
can sometimes convey, Loti’s Book of Ra- 
raku is undoubtedly convincing. One must 
also think gratefully of Tahiti as the spur 
that produced the unique creations of 
Gauguin. Nevertheless, when one contem- 
plates these works of art, Tahiti in itself 
ceases to hold one’s interest, as does the 
Provence of Van Gogh, the Arabia of Law- 
rence, the Spain of Hemingway or the big 
business world of John Dos Passos. It is 
the personality of the artist, speaking 
through his work, that wins one, and nei- 
ther one’s pleasure nor one’s attention can 
be entirely detached from it. It would 


r l YHE French Oceanic Possessions have 


be useless for me, or for any man, to try 
to recreate a personal moment in the life 
of the artist and thereby justify his choice 
of a subject. It is a fact that the best of- 
fered by Tahiti affords romantic break 
from occidental conventions, and the life 
there can be portrayed, even now, so de- 
lightfully that it would be unthinkable to 
do away with the romance. 

Nevertheless, the portrayal is not com- 
plete. It is common custom in these days 
to attribute all contemporary ills to a cer- 
tain “system” of human existence. Prob- 
ably it is the spirit of the system, rather 
than the system itself, that should be ac- 
cused. At all events, life in Tahiti has 
brought me at least one step away from 
the fallacious belief that a mere break- 
away from occidental convention is enough 
to enable one to escape these evils and re- 
discover a freshness long forgotten. Bas- 
ically, life on the island of Pomare is much 
like life anywhere else, oscillating between 
deception, selfishness, indifference and 
abuse of freedom. Some mention of the 
usual medical routine may supply a clue 
to the actual picture. 

Though I am a specialist in the treat- 
ment of diseases of the eye, I have always 
held that the boundaries of ophthalmology 
are much more inclusive. Ophthalmologic 
tests are valuable, for instance, in the di- 
agnosis of intracranial pathologic condi- 
tions; this applies especially to examina- 
tion of the visual fields and to fundoscopic 
studies. The results of such tests also have 
important bearing on many other diseases. 
Many factors in disease, sometimes 
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strange both in nature and significance, 
are thereby revealed during the course of 
a tropical disease, 

Because of the wide dispersion of the 
islands, medical supervision is rather 
sketchy, consisting chiefly of short and in- 
frequent visits by the physician. Each of 
the three groups of islands employs a phy- 
sician in charge of general medical care, 
and each island of importance maintains a 
nurse. It must be admitted that the thera- 
peutic benefits and the harvest of visits 
by a qualified ophthalmologist are some- 
what scant. The work consists chiefly of 
treating conjuntivocorneal infections in 
individual cases; the condition is not en- 
demic. Fortunately, serious ocular endem- 
ics of any kind are not common. 

The physician or surgeon, be he spe- 
cialist or general practitioner, whose work 
lies in an underdeveloped area, must ac- 
cept the usual and apparently eternal prob- 
lems: epidemics, the fight against en- 
demic outbreaks, the effort to establish 
hospital centers and supply them with 
equipment and personnel, and the con- 
stant battle for the eradication of tropi- 
cal endemic diseases. At the same time, 
an urgent need exists for the more person- 
alized type of medical attention, which is 
indispensable to the satisfying practice of 
one’s profession. All this led me to the 
conclusion that it would be timely to create 


EDITORIALS 


a modern ophthalmologic center at Papeete 
itself. This has now been accomplished. 
In the Hopitaux de la France d’Outre Mer, 
Papeete, the various services are central- 
ized, coordinated and related to the med- 
ical and surgical needs of the people. 
These, of course, include nutrition and 
living conditions in general. On these two 
factors especially depend permanence of 
control and the chronicity of lesions in 
carriers lest they become the indirect 
source of unmanageable contagion. 


Obviously, in such circumstances, first 
things must come first. Generally speak- 
ing, collective medical care takes prece- 
dence. When sufficient medical facilities 
are available, however, this will not inter- 
fere in any way with the treatment of pa- 
tients on an individual basis. Attention 
can then be given to the surgical and med- 
ical problems of the single human being, 
which will provide increasing satisfaction 
to both physician and patient, if only be- 
cause of the psychic benefits implied. 

I should welcome visits from American 
surgeons, particularly ophthalmologists, 
to Tahiti and to my ophthalmologic depart- 
ment in Papeete. 


—JULES VERNE, M.D., 
Chief, Department of Ophthalmology 
Hopitaux de la France d’Outre Mer 
Papeete, Tahiti 


Progress in Surgical Treatment of the Colon 


D 


gery was so dismal that no surgeon was 
content with his results. The lack of roent- 
gen facilities and electrically illuminated 


ISCONTENT is the first step in the 
progress of man toward a new idea. 
The early history of colonic sur- 


Adapted from a presentation at the Twenty-First Annual 
Congress of the United States and Canadian Sections, Inter- 
national College of Surgeons, Chicago, Sept. 9-13, 1956. 
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endoscopes made diagnosis difficult. The 
delay thereby occasioned resulted in a high 
rate of inoperability. Even when the di- 
agnosis could be made by manual or digital 
examination, there was no adequate pre- 
operative regime that would bring the pa- 
tient into the optimum condition for a ma- 
jor operation. 
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In the presence of the disastrous results 
and the discouraging morbidity and 
mortality rates, technic could not be 
standardized. 

One should not be led to believe that 
modern colonic surgery is revolutionary. 
It has evolved slowly and is the result of 
scientific progress in many allied fields. 
All the refinements in diagnosis have con- 
tributed to early operations, the most im- 
portant single factor in successful surgi- 
cal therapy. ; 

The universal use of roentgen technics 
and the growing familiarity with electric- 
ally lighted endoscopes have given tre- 
mendous diagnostic assistance. 

Once a diagnosis is made, the immedi- 
ate success of the operation will depend 
on the condition of the patient, the char- 
acter and extent of the lesion and the fa- 
cility with which the surgeon can remove 
it. All the defensive reserve of the body 
must be mobilized and restored to a state 
as nearly normal as possible. Locally, the 
field must be brought to the best possible 
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condition for surgical invasion. When the 
patient is prepared and the lesion suited 
for surgical treatment, the technical relief 
should be in the hands of a well-trained 
surgeon. 

When one is given a formula with as 
many variables as are presented by col- 
onic surgery the results are bound to be 
equivocal, but, fortunately, judicious ap- 
praisal of the difficulties and intelligent 
application of improved modern resources 
has done much to reduce the morbidity 
and mortality rates in this field. 

If one is to predict the future, he must 
be familiar with the past, Experience will 
establish some biometric laws, but most 
of these are empiric and subject to the fal- 
lacies of empiricism. As in every other 
field, research will probably contribute 
more to the success of colonic surgery than 
can be expected from improved technics. 


—FRANCIS D. WOLFE, M.D., 
F.A.C.S., F.1LC.S. 
Chicago, Illinois 


Where, for goodness sake, did Hippocrates study ?—air, earth and water—man, 
and his kindred vegetables—diseases and death and all casualties and concomitants 
of humanity, were the pages he studied—everything that surrounds and nourishes 
us, were the objects of his attention and study. In a word, he read diligently and 


sagaciously the Great Book of Nature . . . instead of the books of man. 
—Waterhouse 





New Books 








Books Received.—The following books 
have been received by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex- 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 











Ankylosing Spondylitis: Clinical Consider- 
ations, Roentgenology. Pathologic Anatomy 
and Treatment. By J. Forestier, F. Jacque- 
line and J. Rotes-Querol. Translated by A. U. 
Desjardins. Springfield, Ill.: Charles C 
Thomas, Publisher, 1956. Pp. 374, with 145 
illustrations. 


Tumors of the Skin. By Herbert Conway. 
Springfield, Il. Charles C Thomas, Publisher. 
1956. Pp. 267, with 178 illustrations, 3 in 
color. 


Handbook of Physical Therapy. By Robert 
Shestack. New York: Springer Publishing 
Company, Inc., 1956. Pp. 212. 


Atlas of Tumors of the Nervous System. 
By H. M. Zimmerman, Martin G. Netsky and 
Leo M. Davidoff. Philadelphia: Lea & Febi- 
ger, 1956. Pp. 191, with 277 illustrations (233 
in color). 


Etiologic Factors in Renal Lithiasis. By 
Arthur J. Butt. Springfield, Ill.: Charles C 
Thomas, Publisher, 1956. Pp. 401, with 153 
illustrations. 


New Illustrated Practice of Surgery: 
Fascicule IX. Edited by Jean Quenu. Paris: 
G. Doin et Cie. 1956. Pp. 264. with 227 il- 
lustrations. Reviewed in this issue. 


How to Enjoy Good Health. Edited by Cyril 


Solomon and Brooks Roberts. New York: 


Random House, 1956. Pp. 240. 
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Diagnostic Procedures for Virus and Rick- 
ettsial Diseases. American Public Health 
Association. New York: Publication Office, 
American Public Health Association, 1956. 
2d ed., Pp. 578. 


Head Injuries and Their Management. By 
Francis Asbury Echlin. Philadelphia: The 
J. B. Lippincott Company, 1956. Pp. 127, with 
10 illustrations. 


Pye’s Surgical Handicraft. Edited by Ham- 
ilton Bailey. Bristol: John Wright & Sons, 
Ltd., 1956. 17th ed. Pp. 800, with 860 illus- 
trations. 


The Merck Manual of Diagnosis and Ther- 
apy. Rahway, N. J.: Merck & Co., Inc., Pub- 
lications Department, 1956. 9th ed. Pp. 1,888. 
Reviewed in this issue. 


Surgery in General Practice. By Victor 
Richards. St. Louis: The C. V. Mosby Com- 
pany, 1956. Pp. 947, with 476 illustrations. 
Reviewed in this issue. 


Fluid Balance Handbook for Practitioners. 
By William D. Shively Jr. and Michael J. 
Sweeney. Springfield, Ill.: Charles C Thomas, 
Publisher, 1956. Pp. 326. Reviewed in this 
sue. 


The Biliary Tract. By Julian A. Sterling. 
Baltimore: Williams and Wilkins, 1956. Pp. 
424, with 94 illustrations. Reviewed in this 
issue. 


Bronchus und Tuberkulose: Bronchoskop- 
ische und Bronchographishe Untersuchun- 
gen der Bronchien bei der Tuberkulose 
(Fortschr. a. d. Geb. d. Réntgenstrahlen, Er- 
ginzungsband 73). By A. Huzly and F. Bohm. 
Stuttgart: Georg Thieme Verlag, 1955. Dis- 
tributed in the United States and Canada by 
the Intercontinental Medical Book Corpora- 
tion, New York 16, New York. Pp. 138, with 
258 illustrations. Reviewed in this issue. 





BOOKS REVIEWED 





The Treatment of Fractures. Vol. I. By 
Lorenz Bohler, Translated from the Thir- 
teenth German Edition by Hans Tretter, 
Helen B. Luchini, Frank Kreuz, Otto A. Russe 
and Robert G. B. Bjornson. New York and 
London: Grune and Stratton, 1956. Pp. 1072, 
with 1721 illustrations. 


For about ten years preceding World War 
II, surgeons from countries including the 
United States and Canada traveled to Vienna 
in order to study the methods of Lorenz 
Bohler and his assistants. Most of these sur- 
geons returned to their home countries and 
reported to their colleagues that the Unfall- 
krankenhaus, where Prof. Boéhler and his as- 
sistants taught and energetically demon- 


strated the principles of caring for fractures 
and other injuries, was the Mecca to which 
all surgical pilgrims should go to learn about 
traumatology. 


Prof. Bohler, his assistant 
Ehalt and other members of his staff, visited 
Chicago, where I was privileged to meet them. 
I visited their hospital in Vienna shortly 
before the outbreak of World War II. I was 
impressed by the large number of severely 
injured patients who were being treated, both 
by day and by night, as outpatients or inpa- 
tients in the Accident Hospital in Vienna. 

Volume I of the Fifth English edition of 
Bohler’s reference books is the first completely 
new edition in English since the translation by 
Hey-Groves more than twenty years ago. The 
English translation has been accomplished 
by the aid of a team of able translators, in- 
cluding Drs. Hans Tretter, Commander 
Frank Kreuz of the United States Navy 
Medical Corps, Dr. R. G. B. Bjornson of 
Minneapolis, Minnesota, and Dr. Otto A. 
Russe. 


Prof. Boéhler gives Dr. Russe credit for a 
large part of the translation of Volume I 
and for all of the translation of Volumes II 
and III, which are yet to appear as part of 
this fifth edition in English. 

Volume I is divided into two parts, Part 
I is headed “General Considerations.” It con- 
tains a classification of fractures; complica- 


tions and general principles of fracture 
treatment of recent open wounds and recent 
open fractures without sulfonamides or peni- 
cillin; and a section on the treatment of long- 
standing infected wounds and infected frac- 
tures without sulfonamides or penicillin. Prof. 
Bohler explains that there is still a shortage of 
antibiotics in Vienna and many other areas 
in the world. In the event of war, the shortage 
would be still more acute. For that reason 
he has reemphasized the methods of effective 
care of fractures and infections without the 
aid of antibiotics. Twenty pages are devoted 
to a discussion of war surgery and special 
army hospitals. 

Part II is entitled: “Special Parts.” This 
includes the treatment of fractures of the 
skull; dislocations of the mandible; fractures 
and dislocations of the spine; injuries of the 
chest; closed abdominal injuries caused by 
blunt force; open injuries to the abdomen; 
injuries to the urinary system; injuries to 
the rectum from pelvic fractures; injuries 
by impalement; fractures of the pelvis; dis- 
locations of the pelvis; fractures of the cla- 
vicle; dislocations of the clavicle; fractures 
of the scapula, and fractures, dislocations 
or other injuries of the various components 
of the upper extremity. The last 90 pages of 
Volume I describe the treatment of fractures. 
and other injuries of the hand and fingers. 

Prof. Boéhler states in the Foreword to the 
fifth English edition that he has attempted 
to record in Volume I his experiences as Di- 
rector of the Unfallkrankenhaus, which has 
registered 660,000 cases of injury treated 
there from 1925 to 1955, with approximately 
87,000 inpatients. Prof. Boéhler also had a 
wide experience in the treatment of gunshot 
wounds of bones and joints during both 
World wars. 

The general principles of treatment, as 
outlined by Béhler, are excellent. Specific 
technics used for certain types of fractures, 
however, would not be acceptable to many 
experienced orthopedic surgeons. Bohler still 
treats many fractures of the shaft of the 
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humerus by means of abduction splints or 
shoulder and arm spica casts. The hanging 
cast, which has been widely used for frac- 
tures of the shaft of the humerus, is not 
discussed in the section dealing with frac- 
tures of the upper extremity. 

Prof. Béhler has expressed disapproval of 
intramedullary fixation as a general prin- 
ciple. He has stated that intramedullary fixa- 
tion retards the formation of callus and 
hence delays union or promotes nonunion. 
This has not been the experience of most 
orthopedic surgeons in the United States. 
The surgeon who opens the site of a frac- 
ture, either recent or old, for the insertion 
of an intramedullary rod or any other type 
of internal fixation has the opportunity of 
stimulating the formation of callus and new 
bone by applying multiple small bone grafts. 
Internal fixation by means of a slotted plate 
or an intramedullary rod makes possible 
early motion of adjacent joints. This use of 
muscles produces better circulation and 
better tonus and helps to maintain physio- 
logic compression between the fracture frag- 
ments. 

It was a disappointment to me to find Prof. 
Boéhler recommending circular loops of malle- 
able wire in the treatment of fractures of the 
long bones. The fact that he has obtained 
union of many oblique fractures by this 
method does not make it one that can be 
accepted or recommended to our students. 
More acceptable methods of treating these 
fractures are available. Many technics and 
methods that were discarded by other frac- 
ture surgeons ten or fifteen years ago are 
recommended in this volume. Some modern 
and widely approved technics are completely 
omitted, including reference to the work of 
such important contributors as Charnley and 
Eggers, who showed the importance of phy- 
siologic compression between fracture frag- 
ments in the promotion of healing. 


EDWARD L. COMPERE, M.D. 


Gastric Cancer Relationships Between Abo 
Blood-Groups, Site, and Epidemiology. Bill- 
ington, B. P., and Sydney, M. B., Lancet, 2: 
859, 1956. 


NEW BOOKS 


The author attempts to associate carcinoma 
of the stomach with ABO blood groups ac- 
cording to the site in relation to the three 
different types of gastric glands. Prepyloric 
and cardiac lesions are associated with blood 
group A, and lesions of the body and fundus 
are significantly associated with blood group 
oO. 


ERNEST G. DEBAKEY, M.D. 


The Merck Manual of Diagnosis and Ther- 
apy. Rahway, New Jersey: Merck & Co., Inc., 
Publications Department, 1956. 9th ed. Pp. 
1,888. 


The new ninth edition of The Merck Man- 
ual of Diagnosis and Therapy is now avail- 
able. Authors and consultants for this edi- 
tion include more than 100 leading clini- 
cians in the United States, Canada and 
abroad. With much of its contents revised, 
the new edition of the manual will carry 
substantially more illustrative material than 
did the previous one. 

The book contains 20 main sections on the 
diagnosis and therapy of disease, each 
thumb-indexed, covering specified fields. 
More than 1,600 up-to-date prescriptions 
are included. 

Diagnosis and therapy are given primary 
emphasis, but pertinent physiologic, path- 
ologic and etiologic features are included. 
Up-to-the-minute coverage has been given 
to adrenocortical and related therapy, “‘tran- 
quilizing” drugs and antituberculosis com- 
pounds, as well as to agammaglobulinemia, 
kwashiorkor and mucoviscidosis. Surgical 
procedures are mentioned when indicated 
but are not usually described. 

Discussions of modern advances in the 
fields of antibiotics, nutrition, immunization, 
the Rh factor, gamma globulin,and prenatal 
and postnatal care are extensive. A wealth 
of readily applicable advice is set forth as 
to medical emergencies, burns, poisoning 
and shock. 

Inclusion of reference values and conver- 
sion data, in addition to an index that is lib- 
erally cross-titled and has been substantially 
expanded, makes the volume virtually indis- 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


pensable to the the physician and his 


associates. 
M. T. 


Surgery in General Practice. By Victor 
Richards. St. Louis: The C. V. Mosby Com- 
pany, 1956. Pp. 947, with 476 illustrations. 


This book is not only different but timely. 
The material represents the culmination of 
ten years’ experience in the Stanford Univer- 
sity Surgical Outpatient Clinics. Although 
several chapters have been written by associ- 
ates of the author, he is familiar with the con- 
text. This familiarity did not result from 
merely reading galley proofs, but rather 
from having worked hand in hand with these 
men. 

To define the scope of such a work as this 
is difficult. It includes seemingly minor ail- 
ments, life-endangering catastrophes, surgi- 
cal problems of general office practice and 
emergency procedures required to save life 
or limb. Although operative technics are 
not included, basic principles have not been 
neglected. 

Chapter 2 dealing with hemorrhage, blood 
replacement, blood substitutes and shock is 
presented in a pithy and worth-while man- 
ner. The author states that the “capillary 
leakage” theory of the mechanism of shock 
can be doubted because of recent studies 
with radio active isotopes. It would have 
been helpful if he had included a sentence 
concerning the results of such investiga- 
tions. The latter statement is meant as a 
suggestion, not a criticism. 

For particular commendation, Chapter 17, 
“Acute Abdominal Disorders,” must be 
mentioned. 

It is refreshing to read and review a medi- 
cal book which is devoid of redundancy and 
“verborrhea.” This book can be recom- 
mended unreservedly. 

PHILIP THOREK, M.D. 


Technical Methods and Procedures of the 
American Association of Blood Banks. Minne- 
apolis: The Burgess Publishing Company, 
1956. Revised ed. Pp. 111. 


This manual of technics and procedures 
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used in blood banks is a complete revision of 
a previous edition. New technics have been 
added, and the book has been brought up to 
standards of present-day knowledge. The text 
is clearly written, and an excellent index 
makes it easy for every technician using the 
booklet to find any particular subject. 

Needless to say, this book is not intended to 
replace the textbook on the fundamentals of 
blood transfusion, but is merely a practical 
manual. The authors have stayed away from 
the discussion of controversial subjects e.g., 
Rh nomenclature. One can disagree with the 
paragraph on “carriers of hepatitis virus”; 
In this reviewer’s opinion the icterus index 
does not belong in a modern laboratory, and 
at least two liver function tests (thymol tur- 
bidity and cephalin flocculation) should be 
the method of choice. It might have been 
useful to add that, even with the performance 
of these tests, it will not be possible to detect 
a large number of carriers of the hepatitis 
virus. 

The bilirubin determination test belongs, 
in the opinion of the reviewer, among the 
routine tests done on the donor’s blood, to- 
gether with serologic tests and the blood 
count. 

The Editorial Committee, consisting of 
Drs. John B. Ross, Morten Grove-Rasmussen, 
G. Albin Matson, William F. Murphy Jr., and 
Albert M. Wolf, can be congratulated on this 
fine booklet. It belongs in every blood bank 
and every laboratory that deals with blood 
transfusions. 

WERNER F. EISENSTAEDT, M.D. 


Hugh Roy Cullen, a Story of American 
Opportunity. By Ed Kilman and Theon 
Wright. Illustrated by Nick Eggenhoffer. New 
York: Prentice-Hall, 1954. Pp. 376. 


Roy Cullen, Texan, oil tycoon, and philan- 
thropist, is known as prime benefactor of 
the University of Houston and founder of 
the Cullen Foundation, reputed the third 
largest charitable foundation in America. 
For the readers of this journal, however, the 
facet of his career which commands their 
attention must be his munificent gifts to 
hospitals and the fledgling Texas Medical 

















VOL. XXVII, NO. 2 


Center of Baylor University. These impulses 
have made him, no medical man, a force in 
American medicine, and medical readers may 
find it worth their time to trace his develop- 
ment as here set forth, albeit in journalistic 
style, by two veteran newsmen. 

Roy Cullen’s was a hard road of experience 
as cotton broker, real estate man, and “wild- 
catter” oil producer. It led to triumph as he 
succeeded in bringing in wells in areas aban- 
doned after repeated failures by experts of 
the big companies—a success that hinged on 
his intimate knowledge of terrain, including 
the configuration of water-courses (which he 
dubbed “creekology”). His technical achieve- 
ment was recognized when the Ph.D. was 
awarded him for a method of drilling through 
the stratum of “heaving shale.” Not without 
importance, too, are the many pages devoted 
to his political activities as a Texas Republi- 
can, whereby he again exerted a national in- 
fluence. 

Alike in politics, business, and benefac- 
tions, Mr. Cullen has championed the conser- 
vation of traditional liberties and indepen- 
dence in enterprise. His life thus presents 
the classic picture of that philosophy as 
applied to the system of medical enterprise 
in America. As such it offers a thought-pro- 
voking object lesson to other leaders; for 
that system will endure only if they sense 
and face up to their responsibilities, crea- 
tively, with humanity and love for all colors 
and creeds. 

Admittedly, this is an “appreciative” biog- 
raphy, in the saga tradition. Yet, the human 
character does come through, in homely turns 
of speech, and again in moments of high 
drama. The reader will not soon forget the 
picture of Roy Cullen weeping as he receives 
the thanks of crippled patients he has helped, 


and his words: “My cup runneth over.” 
M. T. 


Bronchus und Tuberkulose: Bronchoskop- 
ische und Bronchographishe Untersuchun- 
gen der Bronchien bei der Tuberkulose 
(Fortschr. a. d. Geb. d. Réntgenstrahlen, Er- 
ginzungsband 73). By A. Huzly and F. Béhm. 
Struttgart: Georg Thieme Verlag, 1955. Dis- 
tributed in the United States and Canada by 
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the Intercontinental Medical Book Corpora- 
tion, New York 16, New York. Pp. 138, with 
258 illustrations. 

The authors emphasize in this preface the 
fact that they chose the title “Bronchus and 
Tuberculosis” and not “Tuberculosis of the 
Bronchus” to indicate that not all alterations 
of the bronchial tract in the tuberculous patient 
are a result of bronchial tuberculosis. 


The first four chapters deal with pathologic 
changes involving the bronchus occurring in 
pulmonary tuberculosis, in tuberculosis of the 
endothoracic lymph nodes, in tuberculous pleu- 
ritis, and as a result of active management of 
pulmonary tuberculosis by pneumothorax, 
phrenicus exeresis and segmental resection. 


The fifth and sixth chapters are devoted to a 
comprehensive study and disussion of tubercu- 
losis of the bronchus. The final (seventh) 
chapter describes the sequelae of healing or 
healed tuberculosis affecting the bronchus, 
such as stenosis, bronchiectasis and deformi- 
ties. 

The study is based on 3,213 bronchoscopic 
and 2,373 bronchographic examinations of tu- 
berculous patients, and the authors claim that 
tuberculous alterations of the bronchus are ob- 
served in 10 to 13 per cent of the cases. The 
subject is discussed mainly by the presentation 
of thoroughly studied hospital cases, which are 
illustrated by routine roentgenograms of the 
chest, tomograms, bronchograms, anr diagrams 
or colored drawings of the bronchoscopic ob- 
servations. 

The book represents much more than a re- 
port on an elaborate scientific study. The ob- 
servations reported are of great practical 
significance in the prognosis of tuberculous 
lesions of the bronchus and for the evaluation 
of therapeutic procedures in pulmonary tu- 
berculosis. It is encouraging to realize that 
modern chemotherapy is able to cure bronchial 
tuberculosis in a great number of cases 
which, until not so long ago, belonged in the 
“hopeless” category. The observations of the 
authors further indicate that, among the 
methods of collapse therapy, thoracoplasty 
is often responsible for deformities and sten- 
oses of the bronchus with subsequent devas- 
tating bronchiectases, while such complica- 
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tions cannot be attributed to the therapeutic 
intrapleural pneumothorax. 

The roentgenographic reproductions are of 
excellent quality and highly instructive. The 
book should be of great value not only to the 
roentgenologist but also to the surgeon, to 
whom it may be a guide in his decision as to 
the management of the patient. 


FRITZ ROTHBART. M.D. 


The Biliary Tract. By Julian A. Sterling, 
Baltimore: The Williams and Wilkins Com- 
pany, 1956. Pp. 424, with 94 illustrations. 


This monograph presents a detailed study 
of the biliary tract. It correlates well the 
clinical features, operative procedures and 
investigative studies. Because of this it has 
been beamed to the general practitioner, the 
gastroenterologist, the surgeon and the in- 
vestigator. Included in the text are achieve- 
ments, facts, errors and theories. 

Chapter 2 deals with the anatomy of the 
biliary tract; it is very well written and is 
one of the outstanding sections of this well- 
documented work. 

This reviewer has had difficulty in exposing 
the pancreatic portion of the common duct. 
It is the experience of many that this portion 
of the duct is more frequently surrounded by 
pancreatic tissue than not. It is for this rea- 
son that the so-called Kocher mobilization 
maneuver, as depicted in Figures 70-71, is 
frequently unsuccessful. Chapter 11 is entitled 
Choledochotomy. This section is extremely 
well done; some semantic confusion may re- 
sult, however, in presenting procedures and 
illustrations that depict the placement of a 
T tube in the duct (choledochostomy). This 
is a minor criticism and is in no way intended 
to signify any lack of clarity of presentation. 

An outstanding feature of the book is the 
number of lucid cholangiograms that amplify 
the text. 

After each chapter an excellent bibliog- 
raphy is appended. This book should make a 
rewarding addition to the library of anyone 
interested in the subject of the biliary tract. 
It can be recommended highly. 


PHILIP THOREK, M.D. 
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New Illustrated Practice of Surgery: Fas- 
cicule IX. Edited by Jean Quenu. Paris: G. 
Doin et Cie, 1956. Pp. 264, with 227 illustra- 
tions. 

This is the ninth of a continuing series of 
brochures under the distinguished editorship 
of Prof. Quenu, covering operative technics 
in selected cases currently employed by the 
foremost surgeons of France. Earlier numbers 
of the series have been reviewed in these 
columns, the most recent of which was Fasci- 
cule VIII in Volume XXIII, Number 4 (April 
1955, page 537). The following subjects are 
treated in this volume: 


1. One Step Resection of Cervical Esopha- 
geal Diverticulum (J. Perrotin). 

2. Operative Cure of a Diaphragmatic Her- 
nia Following a Wound by a War Projectile 
(J. Quenu). 

3. Jejunostomy en Y (J. Quenu). 

4. Resection of Rectosigmoid Cancer by the 
Abdominal Route (J. Perrotin). 

5. Abdomino-transanal Resection of the Rec- 
tum with Systematic Lowering of the Trans- 
verse Colon (“Pull-Through’”) (A. Toupet). 

6. Ileo-Colo-Rectoplasty (J. Quenu). 

7. Cholecystectomy for Biliary Lithiasis 
with Radiomanometric Control (J. Lebrun). 

8. Total Colpectomy for Extensive Vaginal 
Prolapse (J. Quenu). 

The favorable impressions made by previous 
issues are confirmed by study of the present 
one. The subject matter is entirely clinical. 
Graphic step-by-step drawings (Dupret and 
Rivillain) are supplemented by sufficient tex- 
tual comment to elucidate the operative proce- 
dures. 

French authorities of today cannot be ac- 
cused of chauvinism in their discussions of 
surgical subjects, as is evidenced in the pages 
under review. Full credit is accorded surgeons 
of other nations for their contributions to the 
technics employed. Thus, M. Perrotin, after 
discussing the practical esiderata and indi- 
cations for jejunostomy, indicates that the 
technic he outlines is essentially that described 
by Brintnall, Daum and Womack (Arch. Surg. 
65:367 (Aug.) 1952. M. Toupet, in the pream- 
ble to this article, “Resection Abdomino-Trans- 
anale du Rectum Par Retournement, avec 
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Abaissement Systematique du Colon Trans- 
verse,” states that for years he has employed 
a technic that is a synthesis of the Babcock 
operation (“pull-through”) and the classic 
abdominoperineal resection. 

Ileocolorectoplasty, in two stages, described 
in detail by M. Quenu, is an excellent expe- 
dient in cases of carcinoma when the extent 
of resection of the colon and anatomic con- 
siderations make the classic operation imprac- 
ticable, or when it is desirable in selected cases 
to avoid a permanent artificial anus. 

M. Lebrun discusses the technic, the feasi- 
bility and the advantages of radiomanometry 
in the course of cholecystectomy for chole- 
lithiasis. Although the procedure has obvious 
advantages, it continues to be controversial. 

Under the title “Total Colpectomy for Ex- 
tensive Prolapse of the Vagina,” M. Quenu 
presents the case of a woman aged 85, pre- 
viously hysterectomized, who was unable to 
walk because of complete prolapse of the vagi- 
nal vault. In discussing the history of vaginal 
operations for the correction of prolapse, the 
author recalls the pioneer work of Miiller, the 
Swiss surgeon, who sutured the anterior and 
posterior walls of the vagina together in such 
a manner as to secure a firm barrier to the 
descent of the organs. Although the operation, 
introduced into Franch surgical practice in 
1906 by Savariaud, gained some currency, it 
was generally rejected because of the obvious 
disadvantages and the danger of burying the 
uterus in an inaccessible position. Total col- 
pectomy is advisable only when the uterus is 
absent or when vaginal hysterectomy is per- 
formed concomitantly. 
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M. Perrotin’s comments on the description 
of the one-stage resection of esophageal diver- 
ticulum denotes the trend, in France as well 
as elsewhere, in favor of the latter over the 
two-stage operation long championed by the 
late Frank H. Lahey. Despite the advent of 
antibiotics and improvements in technic, one 
must guard against the employment of the 
one-stage procedure in the presence of active 
infection or recent trauma in and around the 
lesion (emphasized by R. W. McNealy, Journal 
of the International College of Surgeons, April 
1956, pp. 127). 

Although the book is in no sense encyclopedic 
or even of textbook scope, the practical ap- 
proach and the choice of cases recommends 
the entire collection for the working library 
of the clinical surgeon. 

ULYSSES GRANT DAILEY, M.D. 


Fluid Balance Handbook for Practitioners. 
By William D. Snively Jr., and Michael J. 
Sweeny. Springfield, Ill.: Charles C Thomas, 
Publisher, 1956. Pp. 326. 


The subject of fluid balance is extremely 
difficult to present; nevertheless, Drs. 
Snively and Sweeney have produced a read- 
able and understandable text. Their ap- 
proach, although highly didactic, is quasi- 
philosophical. Pithy and rather homespun 
illustrations do much to enhance this text. 

Chapter One which deals with “foundation 
facts’, is very well written. This book can 
be recommended not only to practitioners 
but to anyone interested in fluid balance. 

PHILIP THOREK, M.D. 


Correction: In the article by Drs. W. Daniel and A. Brunschwig that appeared in our December 
issue, the authors’ corrections unfortunately reached us too late to appear in the Journal. On p. 689, 
the numeral “1” in line 2 should be “2,” and line 7 should read “two to nearly nine” instead of 
“two to ten.” On p. 693, line 12, for “This condition” read “Clinical hyperchloremic acidosis”; in 
line 45, read “group of two plus years survivors.” On p. 699, line 13, the reference to Fig. 4A 
should be to Fig. 4, and on p. 700, line 12, to Fig. 5, A and B, instead of Figs. 4B and 5, We 
gs fied zogret any inconvenience that may have been caused to either the authors or readers of 
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Analysis of One Hundred Twenty Con- 
secutive Cases of Major Arterial Grafts. 
Humphries, A. W., de Wolfe, V. D., and Le 
Fevre, F., J.A.M.A. 161:953, 1956. 


Freeze-dried sections of artery were used 
as homografts in 77 cases of aortoiliac and 43 
cases of femoral obstruction. The preoperative 
angiograms were then restudied in order to 
determine which features had the greatest 
value in predicting the success or failure of the 
grafting operation. The age of the patient, the 
presence or absence of diabetes and the pres- 
ence or absence of heart disease had little pre- 
dictive value. Most important was the question 
of whether the outflow of the distal part of the 
graft would equal the inflow. When it did not, 
thrombosis frequently occurred. Of 103 cases 
in which the angiographic picture was favora- 
ble, results were good in 99; of the 11 in which 
it was unfavorable, in 3. There was also an 
indeterminate group of 6 cases in which 1 
good result was obtained. Twelve patients died. 
In the others symptomatic improvement some- 
times occurred even if the graft became oc- 
cluded, and in no case was amputation neces- 
sary. In the cases in which the results were 
successful, pulsation reappeared distal to the 
graft and claudication pain was relieved. All 
patients with abdominal aneurysms, regardless 
of age, should undergo incision and grafting 
unless their general condition contraindicates 
surgical intervention. 

WARREN A. YEMM, M.D. 


Surgical Oophorectomy and Adrenalectomy 
in the Management of Advanced Breast Can- 
cer: Clinical Indications and Results. Eckert, 
C.; Aikman, O.; Weichselbaum, T. E.; Elman, 
R.; Ackerman, L. V., Southern M. J. 49:436, 
1956. 


The authors’ conclusions are as follows: 

“It is apparent that these data are insuffi- 
cient to clarify the question concerning the 
comparative effects of adrenalectomy and other 
methods of altering hormonal balance. 
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“We think it is unlikely that a superiority 
sufficiently great to justify adrenalectomy 
early in the course of the palliative manage- 
ment of advanced breast cancer will be dem- 
onstrated. 

“Extensive pleural and pulmonary metas- 
tases are not likely to be affected; the operative 
risk is great when this type of metastatic 
involvement is present. 

“At the present time, adrenalectomy should 
be reserved for the patient who has shown a 
good response to the administration of testos- 
terone and/or oophorectomy, when the prin- 
cipal disease consists of osseous metastases, 
or local uncontrolled soft tissue tumor. 

“Patients in the age group 40 to 50 are 
more likely to respond to adrenalectomy than 
are the very young or the very old. 

“No relation between the histologic pattern 
of the tumor and the response to adrenalectomy 
can be observed in this series.” 

HENRY J. ROSEVEAR, M.D. 


Doubts and Misgivings About The Treat- 
ment of Duodenal Ulcer. Farquharson, E. L., 
Lancet, 2:849. 1956. 


In this short fact-laden article, the author 
brings sharply into focus the various opera- 
tions that are most often employed at present 
for relief of intractable or complicated duo- 
denal ulcer. His thesis revolves, as it must, 
around the minority of patients, who have 
perhaps been cured of their ulcers but have 
acquired in exchange postprandial symptoms 
or nutritional disturbances, directly related 
to the operation, which have not infrequently 
resulted in protracted illness, making the pa- 
tient unfit to continue his work. 

In addition to the malabsorption syndrome 
and other complications, which appear to arise 
largely because of the small size of the re- 
maining gastric segment and from the manner 
in which it empties, Farquharson cites evidence 
indicating that even the most radical subtotal 
gastrectomy may not result in permanent hy- 
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pochlorhydria. He cites the work of Bruce as 
having demonstrated conclusively that the ca- 
pacity for acid secretion, even to an abnormally 
high level, can be fully recovered by the re- 
maining segment of stomach. If confirmed, 
this would constitute a most serious indictment 
of partial gastrectomy. 

At present the problem of preventing post- 
gastrectomy complications is largely unsolved. 

Concerning gastrojejunostomy and vagot- 
omy, Farquharson expresses the opinion that 
this method of treatment is still in the experi- 
mental stage. In his experience this combina- 
tion has proved quite satisfactory as regards 
the immediate or early results, but he is con- 
vinced that many of the successes may have 
resulted from the gastrojejunostomy alone and 
that the vagal resection carries some disad- 
vantages, including complications that may 
develop in later years from the denervation 
of such a large part of the alimentary tract. 

The third portion of this provocative and 
timely article deals with gastrojejunostomy 
alone and what can be expected from this 
operation for the duodenal ulcer patient today, 
in contrast with the same operation employed 
for the same disease during the first two dec- 
ades of this century. Since about 1925, gastro- 
jejunostomy has fallen into disrepute because 
of its alleged liability to subsequent stomal 
ulceration. 

The incidence of stomal ulceration following 
gastrojejunostomy has been reported at widely 
divergent figures from various sources. Farqu- 
harson is of the opinion that the incidence is 
probably much closer to the 3.5 per cent noted 
in a large series of collected reports than to 
the figures ranging as high as 50 per cent 
reported from other, much smaller, statistical 
material. 

Even if the higher incidence of stomal ulcer 
were factual, the complication today is no 
longer the serious matter that it was twenty 
years ago. Tanner (1954) encountered only 1 
death in 107 cases, which represents a mortali- 
ty rate actually lower than that which he 
records for partial gastrectomy in uncompli- 
cated cases of gastric and duodenal ulcer. In 
short, stomal ulcer after a simple gastrojeju- 
nostomy seems at present to be readily amenable 
to treatment by partial gastrectomy. The de- 
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velopment of further stomal ulceration is com- 
paratively rare, possibly because the jejunum 
has developed some degree of immunity to the 
gastric juice. 

By contrast, the patient in whom a stomal 
ulcer develops after partial gastrectomy is in 
avery different position. Although this compli- 
cation may be much less common than it is 
after gastrojejunostomy, it is incomparably 
more serious, for there is little to offer the 
patient except the doubtful benefits of a still 
higher gastrectomy or a vagal resection. 


In summary, this article gives voice to the 
author’s serious doubts and misgivings that 
such an irrevocable and seemingly mutilating 
operation as partial gastrectomy should be 
accepted as the standard treatment for duo- 
denal ulcer today. Farquharson is not at this 
point advocating unreservedly a return to 
simple gastrojejunostomy as the surgical treat- 
ment of choice for duodenal ulcer. He does, 
however, question whether it might not be 
more reasonable to accept a high risk of sto- 
mal ulceration in return for the privilege of 
retaining the stomach. 


This reviewer recommends strongly that the 
original article be read by every gastric sur- 
geon. 

THOMAS WILENSKY, M.D. 


Some Observations on the Incidence of Thy- 
roid Cancer in the United States. Mustacchi, 
P., and Cutler S. J.. New England J. Med. 
225:889, 1956. 


The authors attempt to correlate the inci- 
dence of carcinoma of the thyroid according 
to age, sex and geographic region. The study 
includes ten metropolitan areas with a popula- 
tion of 14,000,000 inhabitants. It was observed 
that carcinoma of the thyroid occurs more 
frequently than is generally supposed. The 
incidence is higher in women than in men 
and equal in the white race and nonwhite 
races. The incidence of nonpapillary carcinoma 
increases with age, whereas papillary carci- 
noma is not affected by age. This study revealed 
a higher incidence in the west than in other 
areas. 


ERNEST G. DEBAKEY, M.D. 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Palliation of Mammary Carcinoma with 
Phosphoramide Drugs. Bateman, J. C., and 
Carlton, H. N., J.A.M.A. 162:701, 1956. 


A comprehensive survey of statistics on 
carcinoma made by these authors reveals an 
increase in incidence, morbidity, and mor- 
tality in spite of improved roentgen technics, 
increasingly extensive operative procedures 
and education with regard to early detec- 
tion. Because of the frequency of mammary 
cancer, patients with disseminated metas- 
tases secondary to this neoplasm present a 
challenging problem. 

Regression of cutaneous metastases after 
treatment with triethylenethiophosphora- 
mide in patients with disseminated mam- 
mary cancer was first reported by Shay. The 
authors’ observations confirmed Shay’s work 
and encouraged them to extend their series 
of patients. The report concerns 122 cases 
of far advanced mammary cancer treated 
for one to twenty-four months with this 
drug. The youngest patient was 26 years 
old, and the oldest was 85. Thirty-eight pa- 
tients were in the fifth decade of life; there 
was progressive diminution in number in 
each subsequent decade. 

When prolonged palliation of mammary 
carcinoma is indicated, especially with ex- 
tensive disease (but not limited thereto) 
and without regard to prior therapy, the 
phosphoramide drugs may be useful. Medic- 
aments may be administered by various 
routes to effect application within the tu- 
mor, and also orally, to suit the need of the 
patient. The ability to use the drug on an 
outpatient basis, even for extensive disease, 
provides an economic and psychic advantage 
to the patient, concurrent with the objec- 
tive advantage of the patient’s response. 
Hematopoietic depression occurring as a 
side effect also serves as a guide in deter- 
mining the dosage. 

EDMUND LISSACK, M.D. 


Surgical Management of Carcinoma of the 
Cervix. Kelso, J. W., Surg., Gynec. & Obst. 
103:565, 1956. 


This report summarizes an experience of 
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ten years in the surgical management of 
cancer of the cervix. After ten years’ experi- 
ence, the author is convinced that surgical 
therapy does have a place in the treatment 
of this disease, for two logical reasons: 1. 
The salvage rate is as good as that observed 
in patients treated by other methods or bet- 
ter. 2. The psychic effect upon the patient 
is far more powerful and realistic in pa- 
tients managed surgically than in those 
treated by irradiation. 

The results in patients operated upon 
five or more years ago have been compared 
with statistical reports of other clinics and 
found satisfactory. 

The cases of nodal metastasis, in which 
60 per cent of the patients have survived 
five years, warrant serious consideration. 

The comparative figures speak for them- 
selves and have encouraged the author in the 
conviction that surgical management of car- 
cinoma of the cervix is the treatment of 
choice. 

EDMUND LISSACK, M.D. 


Peptic Ulceration and ABO Blood Groups. 
Buckwalter, J. A.; Wohlwend, E. B., Colter, 
D. C.; Tidrick, R. T., and Knowler, L. A., 
J.A.M.A. 162:1215, 1956. 


Editors’ Summary,—“The incidence of the 
four blood types O, A, B, and AB was studied 
in 1,301 patients with duodenal ulcer, 469 with 
gastric ulcer, and 69 patients with both gastric 
and duodenal ulcers. The three distributions 
so obtained were compared with the distribu- 
tion found in a reference of 8,767 people with- 
out ulcers. Type O was more frequent among 
the ulcer patients than in the reference group, 
and calculations of probability showed that the 
association between type O and peptic ulcer 
was statistically significant. It was shown not 
to be secondary to any influences of sex, age, 
rhesus blood type, or occupation. Among a 
group of 529 patients who had histamine tests, 
however, the frequency of type O was signifi- 
cantly greater among those who reacted with 
an increase of free hydrochloric acid than 
among those in whom no increase of acid 
occurred.” 

HENRY J. ROSEVEAR, M.D. 
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Histochemical Observation on the Endo- 
metrium: II. Abnormal Endometrium. McKay, 
D. G., Hertig, A. T., Bardawil, W., and Velar- 
do J. T., Obst. & Gynec. 8:140, 1956. 


Histologic studies of human endometrium 
have revealed a variety of changes that precede, 
and in a few cases lead to, the development of 
adenocarcinoma. These changes consist of 
cystic hyperplasia, adenomatous hyperplasia 
and carcinoma in situ, and indicate that endo- 
metrial carcinoma in man does not appear 
suddenly but develops over a period of time. 
Some histochemical changes occurring in atro- 
phic (postmenopausal) endometrium, cystic 
hyperplasia, adenomatous hyperplasia, carci- 
noma in situ and adenocarcinoma of the endo- 
metrium are detailed in this paper. 


Fifteen cases of postmenopausal endometri- 
um were available for study. These were 11 
cases of cystic and adenomatous hyperplasia, 
2 cases of carcinoma in situ, and 15 cases of 
adenocarcinoma (including adenocanthoma). 


The variability of histochemical reactions 
observed in all benign abnormal endometrium 
is observed also in adenocarcinoma. Differences 
exist between different tumors and between 
portions of the same tumor. 


Ribonucleoprotein, alkaline phosphatase ac- 
tivity, acid phosphatase activity, glycogen con- 
tent of cells, glycoprotein and nonspecific 
esterase activity were specifically studied. 
Atrophic postmenopausal endometrium is the 
result of a relative lack of ovarian hormonal 
stimulation. Coincident with the decrease in 
volume of endometrial tissue in vascularity 
there is a general decrease in the histochemical 
constituents of the epithelial cells, with one 
exception—an apparent increase in nonspecific 
esterase activity. Cystic hyperplasia is the re- 
sult of prolonged estrogen stimulation, and the 
cysts in this tissue are histochemically in- 
distinguishable from those of postmenopausal 
endometrium. In the majority of endometrial 
carcinomas so far examined, both proliferative 
and progestational patterns are produced in 
different regions of the same tumor. Carcinoma 
in situ presents a histochemical pattern that 
resembles progestational endometrium more 
closely than proliferative endometrium. The 
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possible significance of the observations made 
in the genesis of human endometrial carcinoma 
is discussed. 

WARREN A. YEMM, M.D. 


Radiographic Visualization of Multiple 
Diverticula of the Gallbladder. Friedman, E., 
and Skorneck, A. B., New England J. Med. 
255:940, 1956. - 


Diverticula of the gallbladder have been 
reported as existive in 81 per cent of diseased 
gallbladders, whereas 42 per cent of those 
without evidence of disease showed diverticula 
that were shallower and fewer. In spite of the 
relative frequency of diverticula in diseased 
gallbladders, their roentgen demonstration is 
uncommon. 

The author presents 3 cases in which chole- 
cystic diverticula appeared on roentgen exa- 
mination. There was also localized hypertrophy 
of the gallbladder wall with histologic correla- 
tion. The presence of diverticula is considered 
evidence of gallbladder disorder and if sympto- 
matic warrants surgical intervention. 


HENRY J. ROSEVEAR, M.D. 


Biopsy of the Breast Followed by Delayed 
Radical Mastectomy. Pierce, E. H., Clagett, 
O. T.; McDonald, J. R., and Gage, R. P., Surg., 
Gynec. & Obst. 103:559, 1956. 


This report is based on 96 patients on whom 
biopsy of the breast had been performed, with 
subsequent definitive operations. The observa- 
tions range from four days to twenty-seven 
months. There were 95 female and 1 male 
patient, the age range being from 27 to 75 
years. Fifty-five biopsies were excisional, 39 
incisional, 1 a punch biopsy and 1 a Vim- 
Silverman needle biopsy. The overall five- 
year survival rate is 61.1 per cent for the 
group in which biopsy was done and 60.1 per 
cent for the control group in which mastectomy 
was done immediately after laparotomy. The 
five-year survival rate was 47.5 per cent for 
incisional biopsy as compared to 70.9 per cent 
for the excisional type. 


ERNEST G. DEBAKEY, M.D. 
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Congenital Abnormalities of the Gall- 
bladder; 101 Cases. Flannery, M. G., and 
Caster, Milton P., Surg., Gynec. & Obst. (In- 
ternat. Abst. Surg.) 103:439, 1956. 


Congenital abnormalities of the gallbladder 
and cystic duct with a normal hepatic and 
common duct system are classified in this 
article, which includes a detailed review of 
101 cases reported since 1936, up to which 
time a total of 158 similar cases had been col- 
lected and reviewed by Robert E. Gross. Such 
congenital abnormalities have been reported 
with increasing frequency during each decade, 
and it is expected that they will be more fre- 
quently encountered with the continued in- 
crease in biliary operations on an increased 
number of aging patients. 

It is important to observe that the presence 
of any congenital abnormality of the gall- 
bladder does not indicate that a higher inci- 
dence of abnormality will exist in other sys- 
tems. In none of the present series of 101 cases 
were any additional congenital abnormalities 
reported. 

In the body of the article the various items 
in the classification are separately dealt with 
and further subdivided to facilitate descrip- 
tion. 

The almost complete failure to detect con 
genital abnormalities at the autopsy table as 
compared to the operating table has raised 
the thought that congenital abnormalities per 
se tend to inflammation and lithiasis. In the 
past two decades abnormalities have continued 
to be reported primarily by surgeons, but more 
are now being observed by radiologists under 
circumstances that do not warrant surgical 
exploration. 

Included in the present review are 25 cases 
of double gallbladder, i.e., a duplication in 
which there are two separate cavities, each 
of which has its own cystic duct. This type 
is further subdivided into three sections, de- 
pending on the direction and termination of the 
two ducts. 

In the case of Moore and Hurley, explora- 
tion was carried out in spite of a normal- 
appearing gallbladder on roentgenographic 
study, after five bouts of acute pain in the 
right upper abdominal quadrant. A double 
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gallbladder was encountered; one organ re- 
vealed acute and chronic cholecystitis, and 
the other was normal. It was possible in this 
case to remove only the abnormal component. 

Only 5 reports of bilobular gallbladder ob- 
served in the past two decades were discovered 
by the authors for study and inclusion in this 
report. 

In a single case, hourglass gallbladder was 
recognized preoperatively by cholecystographic 
study of a 44-year-old white man, in whom 
operation revealed lithiasis and chronic cho- 
lecystitis limited to the distal portion of the 
organ. 

The Phrygian cap is now generally regarded 
as probably the most common congenital ab- 
normality of the gallbladder. Its incidence is 
high, ranging from 2 to 6 per cent of all the 
cholecystographic studies performed in various 
large series. The high percentage of patients 
with a Phrygian cap will have normal gall- 
bladder function, so that the presence of the 
cap or septum per se does not warrant surgical 
intervention. It is expected, however, that 
stones will develop in a higher percentage of 
these gallbladders. 

Diverticulum of the gallbladder, 10 cases of 
which are documented in this article, has been 
confused with various sinuses, pouches and 
ducts in which calculi are frequently present. 
The question whether the diverticula are ac- 
quired or congenital is still in doubt. In the 
recently tabulated cases the great majority 
were sufficiently symptomatic to warrant sur- 
gical treatment. Although it is possible for 
the gallbladder to be normal and for the diver- 
ticulum to be the only pathologic condition 
present, it is quite unlikely that additional 
disease will not be discovered. 

Absence of the gallbladder was encountered 
in 31 reports during the preparation of this 
article. Although extremely rare, the possi- 
bility of this anomaly may arise during the 
course of any biliary operation. Obviously, the 
correct preoperative diagnosis has never been 
made. Whenever congenital absence of the gall- 
bladder is suspected during surgical explora- 
tion, a detailed and skillful surgical procedure 
is necessary, culminating, in all probability, 
in prolonged drainage of the common duct 
with a T tube. Operative analysis, particularly 
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of the status of the pancreas, is additionally 
important. With any of these congenital ab- 
normalities, surgical dissection must be ad- 
vanced with extreme caution, since any type 
of arterial abnormality may be encountered. 

Abnormal positions of the gallbladder, in- 
cluding 1 case in which the organ was in the 
abdominal wall and 1 in which it occupied the 
falciform ligament, are on record. Two cases 
of left-sided gallbladder, reported by Etter 
in 1953 are also included. 

A transverse position of the gallbladder, in 
which the viscus was almost entirely sur- 
rounded by hepatic substance, was encountered 
twice by Gross in 1936, but no cases have been 
reported since that time. 

One case of retroperitoneal retroduodenal 
gallbladder is included. 

The intrahepatic gallbladder is either par- 
tially or totally embedded. Liver needling has 
been recommended in cases of apparent absence 
of the gallbladder. Removal of a totally em- 
bedded gallbladder presents extremely difficult 
problems of hemostasis, and the method of 
procedure must depend upon the extent to 
which the organ is included within the liver 
substance. 

Torison of the gallbladder occurs only when 
the organ is entirely surrounded by peritoneum 
and either lies free in the abdominal cavity or 
is suspended from the undersurface of the 
liver by a length of mesentery. Torsion of the 
gallbladder has been reported as occurring in 
a 5-year-old child and in a patient 93 years old. 
In the present series of 24 cases since 1936, 
only 1 death was reported—that of a 79-year- 
old white man. The possibility of torsion and 
axial rotation in elderly persons should be kept 
in mind, as delaying operation is likely to 
result in death. 

Gastrointestinal mucosa and pancreatic tis- 
sue have both been observed within the gall- 
bladder wall. Aberrant pancreatic tissue has 
also been reported as existing in the wall of 
the cystic duct. 

THOMAS WILENSKY, M.D. 


Outcome of Surgery for Ulcerative Colitis. 
Brooke, B. N., Lancet 2:548, 1956. 


The question has arisen as to what is the 
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expectation of life of patients who have under- 
gone total colectomy for ulcerative colitis. The 
author answers this question by reviewing 
the cases of 131 patients with ulcerative colitis 
who come under his care. For 5 patients, only 
emergency or diagnostic laparotomy was un- 
dertaken; 126 underwent elective operations 
(117, excision and permanent ileostomy; 9, re- 
section and anastomosis) with 15 operative and 
late deaths, a mortality rate of 12 per cent. 

The disease was twice as common in the 
female as in the male and was most common 
between the ages of 20 and 40. The youngest 
patient was operated on at the age of 6 years. 

Indications for operation were continued de- 
terioration of the patient despite conservative 
measures; a status that made it otherwise 
unlikely that the patient could return to normal 
life; complications, both anorectal and remote; 
acute emergencies of hemorrhage and perfora- 
tion, and carcinoma. The operation was most 
commonly done either early in the disease or 
after ten years. 

The curative surgical treatment was first 
undertaken in three stages—ileostomy, colec- 
tomy and excision of the rectum. It is now done 
in one stage (primary panproctocolectomy) or, 
if the patient’s condition will not permit dis- 
section in the pelvis, in two stages (primary 
colectomy and rectal excision, or ileosotomy 
and panproctocolectomy). Resection and anas- 
tomosis, with preservation of anal function, 
were performed on 9 patients. 

One of the local complications of ulcerative 
colitis has been coloileitis, which results sec- 
ondarily from reflux through the ileocecal 
valve, which is so damaged by the disease as to 
become incompetent. One to two feet of the 
ileum may become involved, but the condition 
is never sufficiently serious to impair the func- 
tion of the small bowel. Fissures, fistulas and 
ischiorectal abscesses were the most common 
anorectal lesions. Carcinoma was observed in 
only 4 of the 131 cases, and the 4 patients had 
ulcerative colitis for ten years or more. Perfor- 
ation was present in 6 cases of the series. It 
could easily have been missed, since the classic 
signs associated with perforation of a hollow 
viscus into the peritoneal cavity were absent. 
Hemorrhage was the predominant feature in 
4 of the patients. Fulminating disease, such as 
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severe toxemia, pyrexia (temperatures from 
103 to 104 F.), lethargy verging on coma and 
serious alterations in blood chemical values 
were observed in 13 patients. Remote compli- 
cations of arthritis, affecting the large joints 
—especially the knee; cutaneous lesions, such 
as erythema nodosum, pyoderma gangrenosum, 
herpes labialis and stomatitis, were encoun- 
tered. Ocular complications, such as corneal 
ulceration and iritis, was occasionally present. 
Venous thrombosis occurred preoperatively in 
5 patients. 

Obstruction is a common complication im- 
mediately after ileostomy. The complications 
of ileostomy include prolapse, recession, steno- 
sis and fistula. Both prolapse and recession are 
due to detachment of the mesentery where it 
has been fixed in the paraileal gutter, except 
when the prolapse is part of an incisional her- 
nia. Stenosis has been largely prevented by 
eversion of the mucosa with suture to the skin. 
skin. 

A follow-up extending to five years and 
longer of more than a third of the survivors 
indicates that ileostomy should no longer be 
dreaded as an impediment to full, normal life; 
indeed, it restores patients with ulcerative 
colitis to full work, full weight and an enjoy- 
ment of ordinary pastimes. In about half the 
patients the diet has to be restricted slightly. 
Ileostomy patients regard their ileostomies as 
satisfactory. 

Resection and anastomosis with preservation 
of the anal sphincter has been less satisfactory 
in this series. This method is not recommended 
as a routine, and its indications are limited; 
indeed, it is precluded for rectal hemorrhage 
and perforation, two of the complications en- 
countered in this series. 

HENRY J. ROSEVEAR, M.D. 


Treatment of Arteriosclerotic Occlusive 
Disease in 101 Lower Extremities By Arterial 
Homografts. Crawford, E. S., Creech, O. Jr., 
Cooley, D. A., and DeBakey, M. E., Southern 
M. J. 49:665, 1956. 


The authors report a surgical experience 
with 101 extremities with arterial insuffi- 
ciency in which by-passing arterial homo- 
grafts were inserted. Successful results were 


FEBRUARY, 1957 


obtained in 92 per cent, and amputation was 
necessary in only 2 cases. The authors esti- 
mated that amputation was prevented in 18 
cases by the use of this technic. 

This direct attack upon the problem of the 
ischemic extremity with the objective of re- 
storing pulsatile blood flow through the main 
arterial channel is the outcome of arterio- 
graphic study of such extremities which has 
revealed that the occlusion is often segmental, 
with a sizeable patent segment existing both 
proximal and distal to the occlusion. 

The older methods of treatment, consisting 
of lumbar sympathectomy, amputation or end- 
arterectomy, have been much less satisfactory 
than arterial replacement and by-passing pro- 
cedures in which venous autografts or arter- 
ial homografts are used. In the present series 
of cases, demonstration of a patent segment of 
artery both distal to the occlusion and proxi- 
mal to the bifurcation of the popliteal artery 
was considered an indication for operation. 
When intermittent claudication was the only 
indication of inadequate circulation, an oper- 
able distal segment was discovered in about 
75 per cent of the cases, whereas in patients 
with inadequate circulation at rest, the 
incidence of operability was approximately 55 
per cent. Operable distal segments have been 
demonstrated in extremities with superficial 
gangrene, ulceration and severe atrophy of soft 
tissue. The incidence of operability in dia- 
betic patients is only slightly less than in the 
nondiabetic, and if the same criteria of selec- 
tion are used for these patients the results 
are essentially the same. If local conditions 
as demonstrated by arteriographic study are 
favorable, all patients are operated upon, 
and grafts are inserted unless advanced 
or renal disease is present. If amputation is 
impending, the grafting procedure is usu- 
ally employed in order to avoid amputation. 

Early in this series the operative technic 
consisted of complete excision of the short, 
discrete occlusive segment and replacement 
by a homograft sutured end to end to the 
host artery. More recently, however, no at- 
tempt has been made to excise the involved 
vessel, the occluded segment being by- 
passed by an arterial homograft sutured 
end to side into the artery proximal and dis- 
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tal to the block. In these cases the patent 
segment of vessel above and below the oc- 
clusion was exposed through separate small 
incisions in the thigh and the popliteal 
space, and the graft was threaded through 
a tunnel developed by blunt dissection 
through the intervening tissues. 

In general, failure occurred in borderline 
cases in which the distal segment was scler- 
otic and the outflow from the graft was poor. 
Circulation was not made worse by the by- 
pass operation in any of the cases in which 
thrombosis of the graft developed, whereas 
in 2 patients in whom this occurred after 
excision and the end-to-end grafting the cir- 
culation was made worse as a result of in- 
terference with collateral vessels. 

Striking clinical improvement following 
successful operation was manifested by im- 
mediate relief of claudication, rest pain and 
pain from ischemic ulceration. Low leg am- 
putation was successfully accomplished in 
the patient with ischemic changes extend- 
ing into the thigh, and the increase in length 
of the stump afforded by the graft made re- 
habilitation possible. Follow-up observation 
of these patients extended over two and one- 
half years, and all patients have been fol- 
lowed carefully since their discharge from 
the hospital. Symptoms have not recurred 
in any patient, and all grafts appear to have 
remained patent. Late rupture of a graft 
has not occurred, and there has been no evi- 
dence of aneurysmal formation. 

The advantages of the by-pass procedure, 
in contrast to other methods of grafting, lie 
in the relative ease of performance, the re- 
duction in amount of tissue traumatized in 
the dissection, the lack of interference with 
collateral vascular pathways and the safety 
of the operation as regards both life and 
limb. 

THOMAS WILENSKY, M.D. 


Interpolated Vascular Grafts. Benjamin, H. 
B.; Wagner, M.; Mann, R.; Zeit, W.; Kuzma, 
J., and Ausman, R. K., Wisconsin M.J. 55: 
636, 1956. : 

The authors, searching for a more nearly 
ideal vascular substitute than any heretofore 
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employed, selected Chemstrand nylon filament 
yarn of 210 denier braided by Essex Mills. The 
tubes varied in diameter and were of three 
different types: (1) plain straight, (2) crimped 
and (3) siliconized. The crimped type appeared 
most promising, as crimping the tube gave it 
flexion rigidity. The resultant cylindric tube 
was firm but resilient and maintained its shape 
even when flexed to 180 degrees. This type of 
tube was used to replace a portion of the ab- 
dominal aorta in 11 mongrel dogs. 

The grafts were prepared by moist sterili- 
zation. It is important to select the graft of 
the same intraluminal diameter as the vessel 
to which it is to be grafted. The ends of the 
graft were butted to the ends of the aorta and 
held in place by a continuous suture of No. 
5-0 braided arterial silk. 

Postmortem examinations were done on the 
dogs at various intervals. In no instance had the 
irregular surface of the crimped tube caused 
intravascular thrombosis. The external surface 
of the aortic grafts were covered by closely 
applied connective tissue containing blood ves- 
sels, nerve bundles and adult fat. In several 
areas there was an inflammatory reaction, 
characterized by polymorphonuclear cells and 
minute zones of necrosis. On the internal as- 
pect of the graft there was a prominent layer 
of fibrin. This was rather dense, but its or- 
ganization was sparse except at the proximal 
and distal ends of the graft. 

A good blood vessel substitute must fulfill 
the following requirements: 

1. Must be a tube that is readily available. 

2. It must adapt itself readily. 

3. It must be a tube that can be tailored to 
the size of the host vessel. 


HENRY J. ROSEVEAR, M.D. 


Exacerbation of the Preexisting Neurologic 
Disease After Spinal Anesthesia. Vandam, 
L. D., and Dripps, R. D.: New England J. 
Med. 225:848, 1956. 


The chief dissatisfaction with spinal anes- 
thesia centers about the neurologic complica- 
tions that are probably indigenous to the 
method. In an attempt to clarify this problem 
the authors undertook a long term study of 
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technic and results. Eighty-nine per cent of 
10,098 spinally anesthetized patients were fol- 
lowed for six months to five years without re- 
vealing severe progressive neurologic disease. 


The major share of the lesser sequelae are 
related to lumbar puncture and are largely 
preventable by careful technic. Certain minor 
neurologic defects were noted, but none was 
progressive or of any consequence. These, in 
the authors’ opinion, can be kept to a mini- 
mum by attention to asepsis and choice of 
reliable local anesthetics. 


Selection of patients is important. Diseases 
of the central nervous system and the spinal 
column are contraindications. To 11 patients 
with preexisting neurologic disease spinal 
anesthesia was given inadvertently, and these, 
with 1 other case, form the basis of this pres- 
ent report. From 1948 to 1951, patients given 
spinal anesthesia at the Hospital of the Uni- 
versity of Pennsylvania were interviewed pre- 
operatively for suitability to the anesthesia 
chosen. During anesthesia the details of lum- 
bar puncture, the anesthetic given and the 
results obtained were recorded in every case. 
After anesthesia the patients were seen con- 
sistently and questioned for specific complica- 
tions. Six months later a questionnaire was 
sent to all, and the returns were screened for 
replies indicating the onset of neurologic dis- 
ease. Subsequently, many personal interviews 
and physical examinations were done. In a 
case of previously present but symptomless 
meningioma of the spinal cord the lesion pro- 
duced symptoms in the immediate postopera- 
tive period. Lack of alertness early and, later, 
preoccupation with the idea that spinal anes- 
thesia might be responsible delayed diagnosis 
and curative treatment. 

The differential diagnosis of arachnoiditis 
and tumor of the spinal cord are accurately 
set forth. Two cases in which viral diseases 
of the central nervous system were present 
consisted of 1 in which an acute infection, 
herpes zoster, and another in which there was 
a history of mumps encephalitis, are vividly 
discussed. The case headed “Degenerative 
Disease of the Central Nervous System” is 
one in which former cerebrovascular accident 
was the most likely cause of postanesthetic 
symptoms. 
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Spinal anesthesia is also to be avoided in 
cases of combined sclerosis, disseminated 
sclerosis, syphilis and amyotrophic lateral 
sclerosis. Leg cramps following spinal anes- 
thesia have been shown by control series to be 
no greater than those occurring after general 
anesthesia. Backache and sciatic pain are com- 
mon complaints after both general and spinal 
anesthesia. When followed by sciatic pain, 
backache becomes a potential neurologic prob- 
lem, since there may be protrusion of an in- 
tervertebral disc and compression of a spinal 
nerve root. Three cases with a common pat- 
tern are reported; in all 3, backache and sci- 
atica recurred after spinal anesthesia. The 
patients, questioned again after anesthesia, 
admitted that they had had back pain before. 
All probably had protruded intervertebral 
discs. 

Unsuspected metastasis to the spine may be 
present when spinal anesthesia is given, and 
symptoms may be heightened by a lumbar 
puncture. Two cases of this type are reported. 


Operations on diabetic patients are often 
performed with spinal anesthesia, since it is a 
method that adds little to the existing meta- 
bolic imbalance. The diabetic patient, how- 
ever, often has complicating disease. Old age, 
vascular disease and peripheral neuropathic 
conditions are accompanied by neurologic 
signs and symptoms that may be confused with 
the complications of spinal anesthesia. Menin- 
gitis has ceased to be a problem in spinal 
anesthesia, since understanding of the need 
for an aseptic technic has increased. No case 
of meningitis directly associated with anes- 
thesia was encountered, but in 1 case menin- 
gitis arose twelve days after diagnostic spinal 
anesthesia in a patient with purulent otitis 
media. 


Reference is made to the experimental work 
of Weed and others, who were able repeat- 
edly to produce experimental meningitis in 
several animal species by performing occipital 
or lumbar puncture within five hours of in- 
jecting pathogenic bacteria intravenously. 
Meningitis began not at the spinal puncture 
site but intracranially, and the injected bac- 
teria were recovered from the subarachnoid 
space. Perhaps the spinal puncture estab- 
lished an area of lowered resistence to infec- 
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tion. The conclusions drawn are that, although 
a cause-and-effect relation between spinal 
anesthesia and the exacerbation of disease has 
not been shown, spinal anesthesia should not 
be given to a patient with disease of the cen- 
tral nervous system or the spinal column. This 
applies to congenital, healed, inactive or active 
disease. It embraces trauma, bacterial and 
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viral infections, degenerative diseases, neo- 
plasms and systemic diseases with neurologic 
accompaniments. Exceptions to the rule may 
be made only when a type of anesthesia other 
than spinal is potentially more hazardous in 
the hands of the person administering it. 


WARREN A. YEMM, M.D. 
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